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SURGICAL TREATMENT OF JACKSON- 
IAN EPILEPSY* 


By Rosert Eart, M. D., F. A. C. §. 
St. Paul, Minn. 


Jacksonian Epilepsy is a symptom complex 
which manifests itself in various diseases of 
the brain and its envelopes. It is therefore 
caused by a number of etiologic factors. 

While every epileptic attack is believed to 
originate in the cerebral cortex, the typical 
Jacksonian seizure must be looked upon as 
a special form. What concerns us here are 
the clonic spasms which are known to have 
their exclusive origin in the motor area of 
the cortex. The spasms follow the precise 
anatomic arrangement of the cortical centres, 
effecting first one, then the other, and so on 
in rotation. In some cases the other side of 
the body manifests convulsive movements 
which finally become general. 

Only one-half of the body is usually teveboed 
in the spasms; sometimes only one limb, or 
even only a part of an extremity. For instance, 
if the spasms commence in the face, the next 
part effected will be the upper, then the lower 
extremity on the same side. The spasms may 
cease after occuring in the limb only. If the 
entire lateral half of the body be implicated 
the convulsive movements will, usually en- 
circle the patient, by attacking the lower 
extremity on the opposite side, then the upper 
limb, and finally the face. Sometimes a few 
twitchings in one limb will be followed by a 
generalization of the spasms. Consciousness 
may be retained or lost; the latter is. usually 
the case where the entire body participates in 
~~ Presidents Address to the Ramsey County Medical Society. 


tuted for convulsive phenomena. 


the seizure. In some cases, consciousness is 
clearly retained in the beginning of the at- 
tack, the patient being able to observe his 
condition. 

The typical symptoms of Jacksonian epi- 
lepsy are subject to variations. The fits 
may take other forms than muscular spasms. 
Petit Mal is a common and sometimes the 
sole symptom. Attacks of numbness, tremb- 
ling, aphasia, or of headache may be substi- 
In Jackson- 
ian epilepsy the type of fit must be definitely 
Jacksonian in character. It is necessary that 
the fit should begin with the same aura or 
signal symptoms, should pursue the same 
extension from one group of muscles to another 
and should leave paretic or weakened the 
same group of muscles in all attacks. 

The course of Jacksonian epilepsy is pro- 
gressive. The tendency is for the fits to become 
progressively more frequent and severe and to 
be coupled with a constantly increasing failure 
of mental power. In fact, after the disease 
has existed for a few months or years it may 
become exactly similar to the Grand Mal of 
essential epilepsy, with the possible exception 
that the fits may continue to begin as a local- 
ized spasm. 

Some believe that there is an underlying 
organic cause in all forms of epilepsy even 
the essential type. The epilepsy due to a 
focal irritation is sometimes found to simulate 
the essential type of convulsion; and on the 
other hand, the essential form, that is those 
cases in which at post-mortem examination 
no lesion is found, is sometimes observed to 
cause convulsions of the Jacksonian type. 
Although the two types more or less merge, 
they must, from a surgical standpoint, be 
kept separate, because surgery will have much 
to do with the Jacksonian type and little to 
do with the essential form. 
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The most frequent cause of the organic 
lesion is probably trauma including those in- 
juries which occur at birth, the effect of which is 
to produce at their time of infliction meningeal 
hemorrhages and cortical lacerations. Birth 
or subsequent accidental injuries result in 
hemorrhage, brain laceration, depressed fract- 
ures, spicula of bone penetrating the brain 
tissue, hyperostosis or thickening of the dura- 
mater. These various injuries may result in 
cyst formation, brain softening, meningeal 
adhesions, localized edema, or scars. While 
these lesions are usually situated upon the 
cortex and lepto-meninges, they may some- 
times be found within the cerebral substance. 


Dr. W. A. Jones has recently reported in 
the J. A. M. A., three cases of epilepsy with 
focal symptoms following history of injury in 
each of which operation, demonstrated a 
localized cerebral edema, probably caused by 
injury or inflammation of the lymph and 
blood channels in the neighborhood. These 
cases were all relieved by decompression and 
scarification of the membranes. 


Patches of encephalitis resulting from in- 
fection, tumors, hydrocephalus, edema, and 
abscess, are also causes. As has been stated 
before, there are cases of typical Jacksonian 
epilepsy in which no focal lesion can be found. 
This has taught us to be careful of advising 
operative interference, unless at least some 
slight motor weakness in the group of muscles 
follows the attacks. Blows on the head in 
falls or other ways are not uncommonly fol- 
lowed by the disease. Syphilis must be ex- 
cluded. The fits may ensue almost immediate- 
ly or may be separated from the occurence 
of the original injury by a period often vary- 
ing from months to years. Why some lesions 
in or overlying the cortex should produce 
convulsive attacks in some cases and not in 
others is a problem which can only be ex- 
plained on the ground that there is a sus- 
ceptibility of soil for focal epilepsy in some 
patients and not in others. 


Admitting that some cases of Jacksonian 
epilepsy remain stationary and in a few the 
fits may cease altogether, either through the 
use of drugs or spontaneously, the outlook 
without the help of surgery is practically hope- 


less. Although operations with removal of 
the source of cortical irritation have been 
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the means of curing some of these unfortu- 
nates and lessening the severity and frequency 
of attacks in others, the operative results 
have not been particularly brilliant. It there- 
for behooves us to be constantly mindful of 
the fact that in this condition as in many 
others, an ounce of prevention is worth a 
pound of cure. 


In all head injuries in which there is evi- 
dence of fracture, depression, hemorrhage, 
foreign bodies, or severe edema; the brain 
should be thoroughly exposed, depressed bone 
elevated, bone spicula, blood clots or foreign 
bodies removed, and drainage provided for 


‘edema, so the brain will be irritated for as 


short a time as possible, thereby avoiding 
a possible future epilepsy. 


As illustration of what immediate surgical 
treatment will accomplish wish to cite one 
case, namely, L. D., age 18 months, 
referred by Dr. Gratzek and Dr. Ball. The 
patient was perfectly well until he fell out 
of the second story window of his home, 
striking on his head, August 11, 1916. He was 
unconscious the first twenty-four hours fol- 
lowing the injury. After regaining conscious- 
ness it was found that he had paralysis of 
the right arm and leg, more marked in the 
leg. The child developed paralysis and Jack- 
sonian epilepsy. When I saw the child five 
days after the injury, he was having con- 
vulsions in the right arm and right side of 
face, separately, also occasional general con- 
vulsions. Physical examination was negative © 
except for right sided paralysis and bruise on 
the left side of his head. There was a ques- 
tion if crepitation could be felt. X-ray demon- 
strated a linear fracture extending from the 
left mastoid process up over the vertex. Neu- 
rological examination by Dr. Ball showed 
that the child paid no attention to the ex- 
amination or surroundings. Deep reflexes 
were equal. Babinski present on right side 
sensation apparently unaffected. We did a 
left subtemporal decompression on August 
16th, which was the 5th day after the injury, 
and found the skull fractured with a blood 
clot between the bone and dura, in addition 
to which there was a subdural clot about 
three inches in diameter over the motor area. 
The brain was so edematous that it protruded 
into the wound to such an extent that I in- 
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serted a needle into the venticle and drew 
off some cerebro spinal fluid in an effort to 
reduce the size of the brain so as to better 
cover it with the temporal muscle, but only 
succeeded in drawing the scalp together over 
the brain and suturing it with interrupted 
silk worm sutures. Drained lower angle of 
wound for three days. The child made a 
rapid uneventful and complete recovery, and 
has not had any convulsions since the opera- 
tion. Although two and one half years is not 
a very long time, I am sure that without this 
operation the subsequent history of the paraly- 
sis and Jacksonian epilepsy would have been 
most unsatisfactory. 

As to the frequency with which skull in- 
juries are followed by elipesy, I quote Allen, 
who states that out of 167 skull injuries dur- 
ing the Civil War, 13.7 per cent developed 
epilepsy. And in the Franco-Prussian War 
out of 571 skull injuries that recovered, 4.3 
per cent developed epilepsy, but if we add 
to this the cases with periodic attacks of diz- 
ziness, numbness, and trembling, the per- 
centage is increased to 26.7. 

After having made a diagnosis of Jacksonian 
epilepsy the patient should be carefully studied 
and any physical diatetic, emotional, or faulty 
habits corrected so the patient may be built 
up to the highest possible standard of physical 
efficiency. During this time a thorough course 
of bromides, iodides, and mercury should be 
tried. If this so-called medical treatment 
does not effect a cure, operation should not 
be delayed because the longer epilepsy has 
existed, the greater likelihood there is of de- 
veloping what is known as “the epileptic 
habit.”” In long standing cases even after 
successful removal of some lesion to which 
the epilepsy can be definitely attributed the 
symptoms may persist because of an es- 
tablished “epileptic habit.” 

On examining patients with Jacksonian 
epilepsy there may be present the scar or 
even a depression of a part of the skull at the 
original point of injury. The scar is usually 
not tender and pressure upon it does not 
cause a fit. In these cases we must remember 
that the evident external point of injury may 
not correspond with the focal brain irritation 
as the injury may have been received in such 
& way as to cause fracture, hemmorrhage, or 


even brain laceration, distant to the external 
point of injury. Therefore in operations to 
relieve the cause of focal irritation we must 
expose the brain over the region of the cortex 
which supplies the particular muscles in which 
the spasms begin instead of being guided by 
a scar or depression in the bone. In other 
words cerebral localization should be our 
guide in operating to remove focal lesions 
causing Jacksonian epilepsy. 

In the group of typical Jacksonian cases in 
which there is no demonstrable organic lesion, 
Horsley, over thirty years ago, proposed that 
the center corresponding to the group of muscles 
in which the fits occured should be determined 
by faradism and that this center should be 
excised down to the white matter. Even 
though the cortex should not be the place 
from which the motor discharge starts but is 
only an important relay station in the reflex 
arc, the excision of the ganglonic cells will 
break the chain. 


In this type of case, electrical irritation is 
the only method of exact cerebral localiza- 
tion applicable to human beings. All other 
methods such as determination of points on 
the exterior of the shaved skull or localiza- 
tion according to convolutions or sulci are 
not sufficiently reliable for exact localization. 

As is well known, the sulci of the living 
brain cannot be as clearly defined as those 
in the cadaver, because we dare not remove 
the pia, only after the removal of which the 
outline of the sulci appear with distinctness. 

A faradic battery with reliable current con- 
trol is preferred and only the weakest currents 
should be used. A current which imparts only 
a mild sensation to the finger tips and fibril- 
liary twitchings or a mild sensation to the 
tongue, is usually of sufficient strength to 
cause the desired muscular contractions. In 
some cases in Which the pia-mater is thick- 
ened, stronger currents may be used. 

It is of great moment for our electric stim- 
ulations to eliminate all possible conditions 
offering resistance to the penetration of the 
current. Above all, it is of paramount im- 
portance to eliminate oedematous conditions 
of the arachnoid membrane. If such be pres- 
ent, before proceeding to irritate the cortex 
under such circumstances the arachnoid should 
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be scarified, taking care not to injure the blood 
vessels or the pia. The subarachnoid fluid 
will then be seen to trickle away, this may 
be enhanced by a gentle pressure with a 
sponge. The results obtained from faradic 
stimulation of cortices, the coverings of which 
evince pathologic conditions, such as chronic 
inflammatory states, scars, thickenings of the 
arachnoid along the course of blood-vessels, 
etc., besides being technically difficult, are 
very uncertain. The strength of current re- 
quired under these circumstances is propor- 
tionate to the resistance offered by the tissues 
intervening between the electrode and the 
brain substance proper. The stronger currents 
carry with them the danger of undesirable 
stimulations of contiguous cortex tissue. Only 
partial anasthesia should be resorted to in 
cerebral faridizations. Complete narcosis pa- 
ralyzes the cortex. I have at times permitted 
patients to awaken during the proceedure. 


During the electrical stimulation of the 
cortex, three nurses watch for muscular con- 
traction. One inspects the face, the second, 
the upper part of the trunk and upper ex- 
tremities, the third, the lower part of the 
trunk and the lower extremities. 


The electrode and cords should be boiled 
so they may be easily handled without infect- 
ing the wound. The other pole distributes 
its current through a large flat electrode, 
which is moistened in salt solution and ap- 
plied to some surface of the trunk or ex- 
tremities. 

We should never use a stronger current than 
necessary or a weak current over too great 
a length of time, as this may cause increased 
shock and collapse. Moreover, the cortex 
sooner or later loses its irritability to the 
faradic current, becoming fatigued or exhausted 
and fails to respond. 


The prognosis for focal epilepsy, although 
better than that for the idopathic group, is 
still far from what we would wish. Many 
reports of cures have come out too early, 
here as well as-in genuine epilepsy, several 
years of freedom from seizures should pass 
before we declare the patient restored. In 
the traumatic cases the earlier the operative 
interference after the first focal attack, the 
more hopeful is the prognosis. 
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As operative interference with removal of 
the focal pathological lesion offers about the 
only hope of cure in Jacksonian epilepsy, 
these cases should be given the benefit of an 
operation, even though the attacks are not 
completely and permanently stopped by the 
operation, they are usually lessened in severity 
and their interval prolonged, provided the 
operation discloses some lesion which can be 
removed. 

Cases which owe their origin to the irrita- 
tion of a new growth are usually cured by its 
removal even though the brain and meninges 
are damaged by the proceedure, leaving a 
large defect which must be healed by cicatriza- 
tion. 

Starr has called attention to the fact that 
Jacksonian epilepsy may be the only symptom 
of a new growth arising near the central 
fissure and gives this as one reason why all 
cases of focal epilepsy should be explored upon 
the first definite appearance of the symptoms; 
for this offers the chance of discovering at an 
early and removable stage a tumor which 
otherwise would in time prove fatal. 


It is essential in operating to make a bone 
flap of sufficient size to expose the entire 
Rolandic area so as to afford ample room for 
investigation and possible electric stimulation. 
Depressed fractures or depressed spicula are 
positive indications for operation and are 
often followed by relief of the symptoms. 


In cases of compound fracture with loss of 
part of the skull or depressed fractures with 
removal of part of the skull leaving bone 
defects followed by Jacksonian epilepsy in 
groups of muscles whose nerve centres corres- 
pond to the point of cranial deficiency, it is 
supposed by many that closure of this defect 
would have a curative effect. Hence, silver 
or celluloid plates, bone flaps, bone trans- 
plants, etc., have been used to cover these 
cranial defects. In my opinion an enlarge- 
ment of these bony openings with exploration 
of the edges and removal of possible depressed 
bone would be more beneficial than the secur- 
ing of a firm closure of the bony opening. In 
these cases if no bony irritation is found, the 
irritation is usually due to scar tissue bind- 
ing together the cortex meninges, scalp and 
skull in firm adhesions, the loosening up of 
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which and the transplanting of a fat fisial 
transplant from the thigh would protect the 
brain from recurring adhesions and thus 
effect a cure. We often see in cranial defects 
that the defect in itself has no deleterous con- 
sequences. 

It is more than likely that the defect acts 
as an equalizing valve permitting the equal- 
ization of the intracranial pressure caused by 
variations in the size of the brain due to cardiac 
and respiratory waves. In any event it is 
more than probable that the focal irritation 
is due to depressed bone, cyst, adhesions, or 
sear tissue formations, and not to the bony 
defect. 


We must also deal with a group of cases of 
traumatic Jacksonian epilepsy in which no 
cranial defect or deformity is demonstrable, 
but in which a subdural hemorrhage or lacera- 
tion of the brain tissue with absorption of the 
clot or healing of the lacerated tissue have 
left adhesions which prove to be the source 
of irritation. In these cases if the skull is 
opened and the adhesions carefully and dryly 
loosened and the dura carefully resutured 
there is strong likelihood that they will not 
reform. The same is true in adhesions caused 
by meningitis. 

When no macroscopic lesion can be found 
we may search for the epileptogenic center 
with the aid of the faradic current. 

In this way we may locate with exactness 
the center of the particular group of muscles 
in which the epileptic contractions start and 
adjacent route of progression. In some cases 
when the exact epileptogenic center is touched 
we produce a typical paroxysm like what had 
been observed on other occasions. After 
having outlined the epileptogenic zone we 
ligate all vessels entering the zone and excise 
the cortex to a depth of 10 or 12 m. m. If a 
large area of the cortex is excised we get 
paralysis of the corresponding groups of 
muscles which is of temporary duration, the 
function gradually returns probably being 
taken up by the corresponding area on the 
opposite side of the brain. The muscles, 
however, do not regain quite their former 
strength and vigor. 

The faradic exploration may reveal a sub- 
cortical lesion still so small as to be impre- 
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ceptible to sight or touch which would have 
been overlooked in the absence of this delicate 
test. 

Doyen reports a case in which he extirpated 
without having.seen it, a glioma, the size of 
a small pea which lay in the center of the 
cortical tissue removed after localization by 
electrification, the recognition of which was 
only made by microscopic examination. 

Dr. Rhoes of Pittsburgh, has recommended 
the use of the galvano-cautery as being more 
satisfactory, than the knife in removing a 
part of the motor area as it causes less bleed- 
ing and he believes there is less probability 
of adhesions forming. 

Treatment seldom ends with the operation, 
for every case should be placed under the most 
advantageous surroundings and receive close 
care for several years. Motor depressants 
should be administered to the majority of the 
cases for a long time following the operation. 

In conclusion, wish to emphasize: 

1. As a prophylaxis against the develop- 
ment of Jacksonian epilepsy, all head injuries 
whether received at birth or subsequently, 
should receive prompt and adequate surgical 
treatment. 

2. Because all lesions lying over the motor 
area do not cause Jacksonian epilepsy we must 
conclude there is a susceptibility of soil in 
some patients and not in others. 

3. Before undertaking operation the so- 
called medical, dietetic, hygienic, treatment 
should be given a thorough trial. 

4. Although operative results have not been 
brilliant, the outlook without surgery is prac- 
tically hopeless. 

5. In the cases in which a definite lesion 
is found and removed a complete cure may 
be looked for. 

6. When no lesion is found the epileptogenic 
area should be located by electrification and 
removed. 

7. When surgery does not effect a complete 
cure the attacks are usually lessened in fre- 
quency and severity. 

8. Operation should be undertaken as soon 
as the diagnosis is made or time may establish 
the so-called, “‘epileptic habit.” 


330 


THE BLOOD PICTURE IN EXOPHTHAL- 
MIC GOITER* 


W. A. Piummer, M. D. 


Mayo Clinic 
Rochester, Minn. 


The present report is based on the study 
of the blood counts in 578 patients with exo- 
phthalmie goiter who were examined in the 
Mayo Clinic during the years 1912 and 1913. 
To obtain the mortality statistics a larger 
series of cases was studied and individual 
investigations were made of those cases which 
showed marked variations from the average. 
The count from the entire group is as follows: 

Hemoglobin 83.1% 

Erythrocytes 4,790,000 

Leukocytes 6,973.5 

Polymorphonuclears (relative) . . 58.3 

Polymorphonuclears (absolute).. 4,065.5 

Small lymphocytes (relative)... . 34.8 

Small lymphocytes (absolute). .. 2,426.7 

Large lymphocytes 4.4 

Transitionals 1.1 

Eosinophiles 1.6 

Basophiles 0.49 


The figures above the differential count are 
well within normal limits. There is a relative 
and an absolute mononucleosis and a percentage 
decrease in the polymorphonuclear neutroph- 
iles. The eosinophils are slightly under the 
normal average. We found that the hemo- 
globin was below 70 per cent in only 13 (2.2 
per cent) of the 578 patients. The average 
for this group is 62 per cent, while 44 is the 
lowest individual percentage. Considering the 
degree of organ degeneration frequently present 
in this disease, there are surprisingly few 
patients with even a low grade anemia. The 
divergence from the normal in the numerical 
relationship between neutrophilic and small 
lymphocytic cells was studied as follows: 
The twenty-five counts having the least num- 
ber of leukocytes and the twenty-five having 
the greatest number were placed in separate 
columns. The average for the first group are: 

Leukocytes 

Polymorphonuclears (relative) 

Polymorphonuclears (absolute) 

Small lymphocytes (relative) 42.7 

Small lymphocytes (absolute) 1436.4 


*Presented before the Minnesota State Medical Asso- 
ciation. Aur. 29-20 1918 Dulnth Minn 
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If 1,500 is taken to represent the normal 
total small lymphocyte count it will be found 
that in spite of a marked leukopenia the ab- 
solute count will still be within normal limits. 
On the other hand, the total number of neu- 
trophils has been reduced to 1712.3 or over 
3,000 less than the normal average. These 
numbers show that when a leukopenia is 
present in cases of exophthalmic goitre, it is 
the result of a decrease in ‘the total number 
of polymorphonuclear neutrophiles. The aver- 
ages in the second group are: 

Leukocytes 

Polymorphonuclears (relative). .... 

Polymorphonuclears (absolute)... .8,572.7 

Small lymphocytes (relative) 

Small lymphocytes (absolute) 


These figures show the same relationship 
between neutrophiles and small lymphocytes, 
but to a lesser degree. In other words, the 
higher the total white count, the less the 
divergence from normal in the individual rel- 
ative counts. These patients gave no evidence 
of having an acute infection at the time the 
blood was examined. 

The two questions which confronted us 
were: First, what are the factors which deter- 
mine these variations, and second, what is 
their diagnostic and prognostic significance. 

It was natural to assume that the early 
cases would show a lymphocyte count more 
nearly normal. Four hundred eighty cases 
in which the patients had had symptoms for 
twenty-four months or less were arranged into 
twelve groups. In the first were placed the 
counts of those patients who had noticed 
symptoms for two months or less; in the second 
those who had had symptoms for from two to 
four months, and so on in two month inter- 
vals up to twenty-four months, which repre- 
sented the twelfth group. The first group 
gave averages as follows: 

Leukocytes 

Small lymphocytes (relative) 

In the twelfth, in which the symptoms had 
continued from twenty-two to twenty-four 
months, the averages were: 

Leukocytes 

Small lymphocytes (relative) 

It is unnecessary to give the averages for 
the intervening groups as the counts are 
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parallel to those given. Although there are 
not so many leukocytes in Group I as there 
are in Group XII, this fact has no significance 
in the light of a detailed study of the entire 
series. There is nothing to show that the 
duration of symptoms bears any relationship 
to the degree of lymphocytosis. 

It would seem that the degree of lymphocyto- 
sis should be directly proportional to the 
severity of the symptoms. We tried to prove 
this by regrouping the blood counts from 
several angles. The counts from the patients 
whose symptoms were marked, and were 
recorded as showing a present severity of 34 
or 4 on a basis of 1 to 4, were averaged sep- 
arately with the following results: 


Leukocytes 
Small lymphocytes (relative) 


The variation from the total averages is 
very slight. We also studied the case histories 
of the patients having lymphocyte percentage 
below 20, and those having a percentage above 
45 but were unable to show that either group 
represents a greater degree of hyperthyroidism 
than the other. 


As the patients who died, either following 


surgical interference or otherwise, on the 
whole suffered a high degree of hyperthyroid- 
ism, their counts were averaged. From 1,909 
to 1914, inclusive, there were 54 surgical and 
non-surgical deaths among the patients having 
had complete blood examinations. The aver- 
ages were: 


Re oe Se mee a 7,320.9 
Small lymphocytes (relative) 


To eliminate from this group, as far as 
possible, all patients except those dying of 
acute hyperthyroidism, we excluded those 
having had complications such as pneumo- 
nia, acute nephritis, etc., and obtained the 
following averages: 


Leukocytes. .... ehhs Kesee ede wowed 7,917 
Small lymphocytes (relative) 


We find from these studies that neither the 
leukocyte count nor the degree of mononucleo- 
sis is dependent on the severity of the symp- 
toms and that they can not be used as a guide 
in prognosis. 

In 83 patients who had cardiac dilation of 
one inch or more to the left, the averages were: 


Leukocytes 
Small lymphocytes (relative) 


and in the patients who had cardiac edema 
there were: 


Leukocytes 
Small lymphocytes 


Evidently the characteristic picture is not 
influenced by cardiac damage. 

Seventy-four counts made from one to three 
weeks after thyroidectomy showed the follow- 
ing averages: 


Leukcocytes 
Small lymphocytes............... ; 


Except for slight increase in the number of 
leukocytes, which may be accounted for by 
the recent operation, no variation is shown; 
also except for the leukocytosis which may be 
present the first few days following operation, 
thyrodectomy does not influence the blood 
picture during the first three weeks following 
operation. 

Averages show that neither sex nor age 
affects the degree of mononucleosis. 

During long periods, patients suffering from 
hyperthyroidism have abnormal appetites, but, 
on the other hand, for days or weeks they may 
eat less than normal. As digestion often 
influences the leukocyte formula, forty patients 
were examined with reference to the bearing 
this might have on the blood count. In each 
instance the blood was taken before breakfast 
and again about two hours after a heavy meal; 
there was no material change in the relative 
counts. ; 

That the average percentage of small lym- 
phocytes is well above normal, would indicate 
that at least the count is of some diagnostic 
value. In this connection it may be noted that 
of the 578 patients examined, 5 had a relative 
count of 15 or below; 39 had a relative count of 
from 15 to 20; 169 had a relative count of 
from 20 to 30; 212 had a relative count of 
from 30 to 40, and 162 had a relative count 
above 40. Only 7.5 per cent had a small lym- 
phocyte count of 20 or below. It will be seen 
that a count below 20 is of some negative 
value while one above 40 is of positive value. 
Intermediate readings are of less significance 
because of the wide fluctuation among normal 
counts. 
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Conclusions 


Although some writers still maintain that 


anemia of the chlorotic type is a character- 
istic of the disease, this is neither borne out 
by our findings nor by those published by 
Kocher. An anemia, when present, is neither 
the result of, nor necessarily conicident with, 
hyperthyroidism, but is due to secondary 
changes. Kocher has emphasized the presence 
of a leukopenia and has based his conclusions 
on 106 cases in which there was an average 
count of about 5,000 leukocytes. Our series 
had an average of 6,973.5, and it would seem 
that the real status in regard to the number 
of leukocytes in patients with exophthalmic 
goiter is that there is a wider variation, prob- 
ably dependent on the neutrophiles, than 
among normal counts, and while there are 
more counts showing a decrease in leukocytes 
there is an equally large number showing a 
slight increase. We have not been able to 
demonstrate that a leukopenia is more fre- 


quently present in the early stages of the 
disease. 


We agree with Kocher and others who have 
confirmed his work that in the majority of the 
cases there is a relative and absolute nononu- 
cleosis; and that when a leukopenia is present 
the decrease takes place at the expense of the 
neutrophiles; we have also found that the con- 
verse is true to a lesser degree. The eosino- 
philes show some variation, but the total 
averages give no increase. In our mortality 
statistics the relative lymphocyte count is a 
few points under the average for the entire 
series but it is not sufficient to be of value in 
prognosis. The differential count is of limited 
value in diagnosis. Except for a polymor- 
phonuclear leukocytosis immediately following 
operation, and during tonsilitis and other acute 
infections, we have been unable to determine 
any factor which influences the characteristic 
blood picture. There are two points that may 
explain our inability to determine the influences 
which sway the count: 

1. There is much to indicate that the 
changes in the leukocyte formula are owing to 
two more or less independent variables, one 
which causes a lymphocytosis and another 
which influences the neutrophilic count. The 
first may be found in a hyperplasia of the lym- 
phoid tissues, and the second, as Falta has 


pointed out, in a fluctuating abnormal dis- 
tribution of the neutrophils in the vascular tree. 
2. Until recently we have not determined 
the metabolic rate and as a result there have 
been errors in marking the degree of hyper- 
thyroidism. Much may be gained, especially 
in individual cases with their varying rates, 
by examining the blood coincident with the 
metabolic readings and pulse pressures. 





PRINCIPLES OF FOREIGN PROTEIN 
THERAPY* 


W. P. Larson, M. D., 
Minneapolis, Minn. 


During the past two or three years we have 
heard more or less about foreign protein 
therapy. Numerous cases have been re- 
ported in which a vaccine or a protein en- 
tirely foreign to the infectious agent has im- 
proved or cured the infection. In fact, there 
are medical men today who are beginning to 
doubt the principle of specific therapy and 
are inclined to the belief that an infectious 
condition will improve under nonspecific vac- 
cine therapy just as readily—sometimes more 
so—as when specific therapy is strictly followed. 

It is a fact well known to all practitioners 
that a chronic infection of long standing will 
sometimes completely disappear as a result 
of the incidence of some other infection, such 
as typhoid fever, erysipelas, etc. Quite re- 
cently a case came to my attention of the 
complete disappearance of a condition of 
eczema of long standing following the admin- 
istration of typhoid vaccine. During the 
past year Cross reported favorable results 
from treating chronic arthritis with typhoid 
vaccine. As it is a well established fact that 
most cases of arthritis are caused by strep- 
tococci, the work of Cross would seem to 
prove beyond question that some infections 
at least are benefited by an antigen which 
bears no relation to the infectious agent. 

Up to the time of this piece of work the 
writer had been inclined to ignore the work 
on foreign protein therapy as it seemed im- 
possible upon superficial examination to cor- 
relate this with our well established views re- 


*Read before Minnesota State Medical Association, Aug. 28-30 
1918, Duluth, Minn. 
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garding specific therapeutics. No .one will 
question the assertion that typhoid vaccine 
will never stimulate the production of anti- 
bodies against any other micro-organism than 
the typhoid bacillus; neither will the strep- 
tococcus, staphylococcus, egg white, serum, 
or any other protein produce antibodies against 
anything except themselves when injected into 
a healthy animal. 

How is it, then, that such favorable results 
may be obtained in some cases where non- 
specific vaccines have been used? This was 
the question that presented itself something 
like a year ago and which one of our stu- 
dents, Mr. Herrmann, undertook to investigate. 

In the investigation of any problem it is 
imperative to have some working hypothesis. 
While true that such hypotheses are modified 
more or less during the course of investigation 
according to the results obtained, they never- 
theless serve a temporary expediency. There- 
fore, before proceeding further with this paper, 
I will briefly outline our conception of the 
possible mechanism operative in the beneficial 
results of foreign protein therapy. Accord- 
ing to Ehrlich two antigenic stimuli are nec- 
essary in bringing about antibody production. 
One stimulus causes the tissue cell to produce 
the antibodies but, as was shown by Bruck, 
a second stimulus was necessary to cause the 
cell to throw off these antibodies into the blood 
stream. As the experiment of Bruck is so 
fundamental and so pertinent to the question 
occupying our attention at this moment, it 
may be well to cite it very briefly. In im- 
munizing an animal with tetanus toxoid (that 
is, tetanus toxine that has been heated at 
60 degrees in order to destroy its toxicity) 
it was found that the cells received the stim- 
ulus necessary for the immune body produc- 
tion, but that these antibodies were not 
thrown off into the blood stream unless the 
unheated toxine were given, showing con- 
clusively that antibody production is dependent 
upon one stimulus while an entirely different 
stimulus is necessary to cause the cells to 
throw them into the blood stream, i. e. specific 
and exfoliative stimuli. 


One point I wish to emphasize here is that 
an antibody is not only valueless but positively 
a liability so long as it remains sessile, that is, as 
long as it remains associated with the body cells. 
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Taking this work as the basis of our investiga- 
tion we proceeded on the theory that many 
bacteria, such as streptococci, pneumococci, 
etc., are imperfect antigens corresponding to 
the heated tetanus toxine, tetanus toxoid; 
that during a streptococcie infection, such as 
rheumatism, during the course of the infection 
antibodies are formed against the streptococci, 
but as this organism does not possess the 
second stimulus (exfoliative) that is necessary 
to cause the antibodies to be thrown off into the 
blood stream, not sufficient immunity results 
to cause the infection to subside. This stimulus 
we believed was provided by the foreign pro- 
tein: typhoid vaccine, foreign serum, proteoses, 
etc. To state it in another way, the stimulus 
necessary to cause the cells to produce anti- 
bodies is specific, while the stimulus causing 
the cells to throw off antibodies is not neces- 
sarily specific. 

‘Our work was begun by immunizing rabbits 
against sheep corpuscles, as hemolysines are 
readily produced and their quantitative de- 
termination can be made very accurately. 
Anyone who has undertaken investigation on 
hemolysine production will have observed the 
variation of different animals in respect to 
their ability to produce these antibodies. If 
a series of, say, six animals are immunized, 
three may produce a serum with a very high 
lytic titre, one or two a very mediocre serum, 
and the sixth no antibodies at all. In fact, 
we have had animals in our laboratory that 
produced no hemolysine at all, evea after 
months of immunization. In the course of 
the investigation here recorded it was found 
that the animals producing the serum of low 
or mediocre antibody content would often 
produce a serum of unparalled potency fol- 
lowing the injection of a foreign protein, such 
as typhoid vaccine or ascitic fluid. In other 
words, these animals had produced antibodies 
against the blood cells during the process of 
immunization but failed to respond to the 
second stimulus. This could then be sup- 
plied by such nonspecific substances as those 
mentioned. Without going into details of 
these experiments. further, suffice it to say 
that Herrmann found other antibody produc- 
tion, such as opsonines and agglutinines, to 
be governed by the same laws. 
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The next logical point to investigate would 
then seem to be to determine whether or not 
all the processes of immunization could be 
accelerated by the injection of some foreign 
protein. In other words, how would the 
animals react to foreign protein that had 
already produced a high antibody titer without 
the intervention of a foreign protein? The 
investigation of this problem showed that, 
where the animal had already responded to 
the exfoliative stimulus, the antibody titer of 
its serum could not be augumented by in- 
jecting foreign protein. Therefore, we must 
be led to the conclusion that whether or not 
the antibodies of an animal under the process 
of immunization are thrown off into the blood 
stream depends as much upon the individual 
as it does upon the stimulus, for some animals, 
as we have seen, respond promptly to the 
exfoliative stimulus of the red blood cells, 
while other animals of the same species and 
in the same series of experiments fail to re- 
spond to the stimulus of the red blood cells 
but respond promptly to the exfoliative stim- 
ulus of some other protein, such as typhoid 
vaccine, ascitic fluid, etc. 

While we do-not wish to commit the folly 
of drawing too far reaching deductions from 
these experiments, nevertheless we are in- 
clined to believe that the stimulus, which, 
for the sake of convenience, we have called 
the exfoliative stimulus, is nonspecific and 


that where antibodies have been formed which _ 


still remain sessile, that is, associated with 


the cell from which they have been produced, | 


they will be thrown off into the blood stream 
whenever this exfoliative antigenic stimulus is 
supplied. This we believe explains quite fully 
the results obtained by various medical men 
who have reported favorable results following 
foreign protein therapy. It furthermore cor- 
relates these findings with the unassailable 
evidence of specificity and will also clear up 
the irregular results that have been obtained 
with serum therapy in bacterial infections. 
At this time medical science is much interested 
in the serum therapy of pneumonia. While 
the specific serum is some cases gives most 
excellent results in the treatment of pneumonia 
it has been found by others that equally good 
results may sometimes be obtained with 
normal horse serum. Is it possible that the 
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serum treatment of pneumonia is nothing other 
than foreign protein treatment, that the im- 
provement is not due to the immune bodies 
contained in the horse serum but originates 
from the infected individual whose antibodies 
are liberated as the result of the exfoliative 
stimulus of the horse serum? This question 
I do not attempt to answer. It is merely 
raised in passing. 


DISCUSSION 

DR. E. C. ROSENOW: Dr. Larson’s contribution 
is of fundamental importance, and will help to explain 
certain well founded observations made by clinicians 
which heretofore have been considered by immunol- 
ogists as impossible. A point of particular importance 
is the fact that foreign proteins call forth a reaction 
which liberates preformed specific antibodies. It is 
likely that the beneficial effects in certain diseases fol- 
lowing intravenous injections of colloidal metals are 
due to a similar reaction. There is good reason to 
believe, moreover, that a specific antigen in the proper 
dose may also act as an “exfoliative stimulus.” The 
often strikingly good effects observed in chronic strep- 
tococcal arthritis following injection of a properly gauged 
dose of a specific vaccine, would speak in favor of this 
view. 

The good results obtained in the treatment of sub- 
acute rheumatic arthritis with partially autolyzed 


streptococci isolated from the joints in rheumatic 


fever and in the treatment of pneumonia with huge 
doses of partially autolyzed pneumococci may be due 
in part to a similar reaction. A specific antigen which 
is relatively nontoxic and which acts as an “exfoliative 
stimulus’ would have the additional advantage of 
stimulating the production of antibodies. 





ECTOPIC PREGNANCY* 


C. B. Lewis, M. D., 
St. Cloud, Minn. 


The diagnosis of Ectopic Pregnancy has 
been the subject of so many articles in the 
literature of the past ten years, that it may 
seem out of place to present this subject for 
your consideration. The mistakes made by 
us and in cases we have seen serves to prove 
that this old subject will be forever new and 
needs constant consideration to be kept upper- 
most in our minds while doing more or less 
of a general practice. 

We have had thirty three cases of ectopic 
gestation in the past ten years, occuring in 


*Read before Minnesota State Medical Association Aug. 28-30, 
1918, Duluth, Minn. 
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twenty-nine patients. Thirty-one cases were 
subjected to operation with the loss of two 
patients or mortality of 6%. Two patients 
seen were in a dying condition, surviving only 
one and two hours from the severe hemorrhage 
and shock. 


Amenorrhoea was present to some degree 
in all cases, varying from one week to two 
months, but with a usual history of an ir- 
_cegular bleeding after the regular menstrual 
period had been skipped. It is of especial 
interest to note that practically all patients 
stated that although they thought the ir- 
regular bleeding after shipping a menstruation 
was a delayed menstruation due to some form 
of exposure or cold, on close questioning the 
blood was not like a regular menstrual flow, 
but more nearly as a real bleeding. This is 
an important point and can usually be brought 
out if the patient’s attention is attracted to it. 
The irregularity and more or less continuous 
bleeding with some abdominal discomfort or 
real pain has been observed to have led quite 
frequently to a mistaken diagnosis, the sup- 
position being, that there was an impending 
or incomplete abortion. A currettment seems 
to only exaggerate the condition and lead to 
the real recognition at a later stage. 


Abdominal pain was present in all cases 
varying from the classical crisis with the fol- 
lowing shock from hemorrhage to the more 
or less continued abdominal distress which 
brought the patient for examination. The 
former condition with its clear cut evidence 
of intraperitoneal hemorrhage is not usually 
mistaken, but the slow process with its dis- 
tress from tubal distention or slight rupture 
is very confusing. One must have constantly 
in mind the three conditions; of intrauterine 
pregnancy with threatening abortion; inflam- 
matory tubal disease, expecially hydro and 
pyosalpinx and extrauterine pregnancy when 
presented with a case of irregular bieeding 
and abdominal pain. 


The other signs that are usually associated 
with pregnancy are so frequently absent that 
I have not found them to be of a great deal 
of value in arriving at a conclusion as to the 


real condition. One local symptom which I 
believe was first pointed out by Brickner of 
New York is the small elevation of tempera- 
ture from 99.3 to 102. The range is usually 
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less than found with a suspected inflammatory 
disease and does not correspond with the 
local findings. The elevation is due to free 
blood in the peritoneal cavity after rupture, 
and to show blood absorption with a localized 
peritonitis. This symptom was forceably im- 
pressed upon me in the following case: 

A young unmarried woman of nineteen was 
brought to the hospital with a history of 
cramp-like attacks of pain during the previous 
six days, a small amount of spotting and local 
tenderness just below the usual appendix area. 
The history, examination and presence of 102 
temperature made it very clear to me that 
she was suffering from a diseased appendix. 
Operation showed a typical right ruptured 
tubal pregnancy which had ruptured some 
days previously. A number of cases since 
then have shown this elevation of tempera- 
ture and the sign has been of great value in 
making a correct diagnosis. 

The examination of the patient has often 
been very unsatisfactory, first on account’ of 
the great tenderness one cannot map out the 
contents of the pelvis, secondly after a rupture, 
the typical mass in the region of the broad 
ligament is missing. The size of the uterus 
has been found to be less than one would 
expect from the period of amenorrhoea. 


The question of age has been shown in a 
large series of cases to be any time during the 
child-bearing period. Our own cases showed 
a variation from 19 to 40 years, and we have 
seen cases reported from 17 to 46 years. Other 
local signs and methods of diagnosis have 
not been of enough help in our work to be 
brought out at this time. 

Some eight years ago there were two distinct 
schools in regard tothe advisability of operating; 
the one held that no case should be operated 
in shock and the other that all cases should 
be operated as soon as possible. I believe 
these opinions have given way to the middle 
road in which a case seen soon after rupture 
should be operated on at once, and the later 
cases given time to begin recovery before 
operation. In only one case was the diagnosis 
made and operation instituted before rupture 
of the sac. One case was of the interstitial 
variety and of especial interest, because it 
taught how the proximal end of the tube should 
be handled. Mrs. C. H., 29 years of age, was 
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operated on January 31st, 1914, for a typical 
right ruptured tubal pregnancy. The tube 
was cut off square at about the junction with 
uterus. The broad ligament folded after re- 
moval of the tube bringing the ovary in close 
proximity to the severed tube. On July 22nd, 
of the following year, a period of 18 months, she 
was brought in again with unmistakable signs 
of a right tubal pregnancy. Her record showed 
that she had had the right tube removed and 
we believed that we must be mistaken in think- 
ing the right side was again involved. On 
opening the abdomen there was still bleeding 
from the rupture of the interstitial part of the 
tube where the pregnancy had taken place. 
Since that time, we have invariably cut out the 
tube in a ‘V’ block and sutured the cut surfaces 
of the uterus. Four cases have been operated 
upon twice. The one already noted in which 
the same side was involved on two different oc- 
casions, in the last operation the left tube was 
removed. Mrs. J. K. was operated upon for a 
left tubal pregnancy July 8th, 1909, and for a 
right on March 29th, 1913. Mrs. T. R. was 


operated upon for a left tubal pregnancy July 
15th, 1914, and for a right on September 28th, 


1917. Mrs. W. G. was operated upon for a 
right tubal pregnancy on October 13th, 1913, 
and for a left on March 19th, 1918. 

In none of the above cases was there a normal 
pregnancy or an abortion intervening, and the 
period between gestations varied from 18 
months to 43 years. 

Our limited experience in this field has shown 
us that Ectopic Gestation must be constantly 
born in mind and the frequent atypical pre- 
sentation of symptoms carefully grouped and 


differentiated in order to arrive at a correct 


diagnosis. 


DISCUSSION 

DR. ARCHIBALD MACLAREN, St. Paul: I un- 
derstood Dr. Lewis to say that he had seen these cases 
of ectopic pregnancy die without operation. A great 
many years ago some gynecological surgeons of na- 
tional reputation took the position that these cases 
never died unless they were operated upon, but that 
has not proven to be so from my own experience. I 
have seen at least thrée or four patients die without 
any operation, where post-mortem examinations have 
proven that the deaths were due to ruptured extrua- 
terine gestations. 
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In extrauterine pregnancy you either have a tubal 
rupture or you have a tubal abortion, or very rarely 
the woman goes on to a full term abdominal pregnancy. 
Rupture of the tube takes place in a large proportion 
of cases. Possibly a third or fourth of the cases of 
extrauterine pregnancy result in tubal abortion. Tubal 
abortion to me is much like intrauterine abortion, 
and in many of these cases the necessity for the re- 
moval of the tubes has passed at the time of the ex- 
ploratory laparotomy because the bleeding has stopped 
after the expulsion of the foetus and membranes. You 
say this patient is going to have this condition occur 
again; that might be possible. Statistics. rather prove 
that a woman who has had one extrauterine pregnancy 
is apt to have it again, but there are many cases where 
women have had extrauterine pregnancy and then 
later normal deliveries, and some women will risk their 
lives to bear children, so that I do not think we have 
a right to remove the tube just because the woman 
has had tubal abortion. On two different occasions 
I have opened the tube, cleaned it out as you would 
the aborting uterus, stitched up the tube, and the 
woman have gone on to ultimate recovery and never 
had subsequent extrauterine pregnancy. 

DR. C. B. LENONT, Virginia: I believe that every 
case of extrauterine pregnancy should be operated on 
as soon as a surgical diagnosis of the condition is made. 
In my limited experience the only patient I lost was 
one on whom I failed to operate because we thought 
the shock was too profound. The operation in this 
case was done later and a large tumor was found. This 
tumor could be made out before operation, but with 
the hope that the woman would get in a better surgical 
condition we delayed several days before operating. 
This case terminated fatally, not from the loss of blood, 
but from absorption from the blood clots. She failed 
to rally. I believe then as I do now that if we had 
operated on this woman early she would have recovered. 


I have operated on several of these cases before and 
since in profound shock, and all have recovered. I 
believe nearly all of them will recover if operated on 
early. 

DR. LEWIS (closing): The two patients I operated 
on and lost were subjected to recurrent attacks of bleed- 
ing extending over a number of days, and both of them 
died within a comparatively short time, although the 
operation did not last over five minutes. 


As to whether all cases should be operated on as 
soon as the diagnosis is made, that depends entirely 
upon surgical judgment. When some of these women 
go on and miss their periods their cases have been 
mistaken for appendicitis or some indefinite condition, 
and they have been allowed to go on until some prac- 
titioner is called in, recommends operation, and opera- 
tion is performed, and they die not of the operation, 
but in spite of it. In operating on these cases one 
should be guided by the amount of shock and the 
length of time the process has been going on. If they 
are operated in profound shock the prospects for re- 
covery are not so good. However, some of them re- 
cover when they are operated in profound shock. 
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ABSCESS OF THE LUNG WITH SPECIAL 
REFERENCE TO TREATMENT.* 


C. A. Hepsiom, M. D., 


Mayo Clinic 
Rochester, Minn. 


Abscess of the lung, in the ordinarily accepted 
meaning of the term, has reference to the 
primary, localized pyogenic process. Second- 
arily infected tuberculous cavities, echino- 
coccus cysts and localized lesions due to other 
specific infections such as streptothrix, fungae, 
amoebae, etc., are, therefore, by definition 
excluded. Clinical differentiation of these 
conditions may be difficult. Similarly, the 
borderline between abscess and localized bron- 
chiectasis with cavitation is ill defined both 
clinically and anatomically. Gangrene of the 
lung is considered, by some writers, as a clin- 
ical entity. Typical cases do merit this dis- 
tinction but all intermediate gradations between 
abscess and gangrene exist. Each may super- 
vene the other. ‘Cases of pure pulmonary 
gangrene are hardly ever seen except on the 
dissecting table. When we diagnose pulmon- 
ary gangrene, and when we get it for treatment, 
it is almost always accompanied by suppura- 
tion; it is a case of abscess and gangrene.’’(4) 


Etiology 


Primary suppuration of the lung almost never 
pecurs. Pulmonary abscess develops on a 
‘preceding inflammatory process or the infec- 
tion is carried to the lung tissue through the 
bronchus, the blood stream or by direct exten- 
sion. Of the inflammatory lesions, pneumonia 
appears to be the most common. It was traced 
in 14 of 50 cases of abscess and in 8 of 50 cases 
of gangrene found at necropsy at the Massa- 
chusetts General Hospital.(7) In Tuffier’s series 
of 49 patients operated on for pulmonary ab- 
scess, lobar pneumonia was etiologic in 23. 
Bronchiectasis was noted by Lenhartz as etiol- 
ogic in 15 per cent of 60 cases of gangrene. 

Infection by way of the bronchus appears to 
be a more frequent cause of abscess than is gen- 
erally recognized. Comparatively large for- 
eign bodies may be aspirated into a bronchus 
unknown to the patients, particularly in cases 
of children. If the material happens to be or- 


*Read before the annual meeting of the Southern Minnesota Medi- 
cal Association held at Mankato, Jan. 20 and 21, 1919. 


ganic—peanut kernels, grains of corn, etc. that 
do not cast shadows on the x-ray plate, the 
presence of the foreign body may be entirely 
unsuspected. Similarly particles of food, to- 
baeco, mucus flakes, etc., may be inhaled in 
sudden inspiration as in laughing, hurried eat- 
ing, deep sleep, stupor, etc. Inhalation of 
teeth during ether extraction is a not uncom- 
mon cause. 


Abscess of the lung following tonsillectomy 
under general anesthesia appears to be of rela- 
tively frequent occurrence. The literature for 
the last few years contains numerous reported 
cases (Claytor, Bevan, Tewksbury, Manges, 
and others). Whether the infection is embolic 
or by inhalation is a disputed question. The 
fact that the complication usually follows oper- 
ation under general anesthesia would seem to 
constitute evidence that the infection occurs 
by inhalation. 


Extension, to a neighboring structure, of a 
suppurating process such as empyema, caries 
of vertebrae, suppurating bronchial glands, 
perforation of the esophagus in case of malig- 
nancy or stricture, perforation of the diaphragm 
following liver abscess or peptic ulcer, are less 


common forms. Embolic infection is occasion- 
ally observed in ulcerative endocarditis, puer- 
peral sepsis, etc. 

During the past year there have been 16 pa- 
tients operated on at the Mayo Clinic for lung 
abscess. The apparent etiologic factors in 
these cases were as follows: 

Pneumonia (post, operative) 

Teeth extraction 

Tonsillectomy (operationjelsewhere under 

general anesthesia) 

Gastro-enterostomy for ulcer 

Grippe 

Trauma (followed by pneumonia) 

Questionable 


Symptoms and Signs 

The characteristic symptoms of abscess of the 
lung are more or less those of a systemic infec- 
tion, with cough and sputum. The signs are 
variable. The most suggestive single symptom 
is a productive cough. The sputum is usually 
purulent, foul, and profuse. It may, however, 
be muco-purulent or watery, and especially if 
the abscess is small and the communication 
with a bronchus is narrow or absent, the amount 











First stage operation showing suture of 
lung to intercostal bundles and parietal pleura. 


Fig. 1. 


of sputum may be very moderate. In 4 cases 
herein reported the sputum exceeded eight 
ounces in twenty-four hours. In two it was 
upward of twenty ounces. In most instances 
the amount was not in itself remarkable. 

Sudden onset of a large amount of sputum 
was noted in one case in which the abscess fol- 
lowed teeth extraction under general anes- 
thesia. The odor was offensive in 10 cases, 
exceedingly so in 2, and there was practically 
no odor in 4. Definite hemoptysis was present 
in 6. In no instance were tuberculosis bacilli 
found in the sputum. Elastic tissue fibers 
were demonstrated in one case. 

Fever may be remittent, intermittent, or 
absent. It is usually present at the onset of 
abscess formation and incident to the retention 
of pus. It may be absent in the presence of 
profuse putrid sputum. Polynuclear leukocy- 
tosis is the rule, but it was absent in 4 of these 
cases. Weakness and marked loss of weight is 
usual. In 4 cases in the series there was a loss 
of more than 25 per cent of the body weight. 

The physical signs of abscess are variable. 


owing to the presence of several inconstant fac- _ 


tors. Among these are the size of the cavity, 


its distance from the periphery of the lung, the 
amount of surrounding pneumonitis, the vary- 
ing amount of fluid content, the presence or 
absence of obstruction at the mouth of the 
bronchus draining it, the condition of the ple- 
ura, the presence 01 absence of plueral effusion, 
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etc. The most characteristic sign in this series 
was localized dullness over the area involved. 
The x-ray furnishes the niost reliable evidence 
as to the location and extent of the lesion. In- 
terpreted in the light of the history and other 
findings it is also probably the best means of 
diagnosis as to the character of the lesion. 
The differential diagnosis rests, essentially, 
between abscess and localized bronchiectasis on 
the one hand, and tuberculosis, encapsulated 
empyema, and new growths on the other. The 
differential diagnosis of abscess and circum- 
scribed bronchiectasis is often impossible. 
Chronic pulmonary abscess may lead to second- 
ary bronchiectasis and abscess may arise in the 
parenchyma from the ulcerating through of a 
bronchiectatic abscess. The important con- 
sideration from the standpoint of treatment of 
bronchiectasis is the size and number of cavi- 
ties. A large cavity, or even a number of small 
ones in a circumscribed area, may be drained 
with some benefit. Widespread foci, either 
unilateral or bilateral, will not be benefited by 
operation. The x-ray is indispensable in such 
cases. Cases in which the shadow is circum- 
scribed in one lobe are the most difficult to dif- 
ferentiate but in these also, the patients are 
most likely to be benefited by operation. 
Tuberculous cavitation is always to be differ- 
entiated from abscess. A family history of 
tuberculosis, an insidious onset and early hem- 
optysis, are suggestive of tuberculosis. Tub- 
erculous infection is most frequent in the upper 
lobes, particularly the apices, but abscesses also 





Fig. 2. Second stage operation showing burning of 
funnel shaped opening through the lung tissue 
down to the abscess. 
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occur there. Furthermore, typical pyogenic 
abscess may develop in the presence of a tuber- 
culous lesion. Failure to find the bacilli in a 
characteristic purulent sputum, and the nega- 
tive x-ray findings, are probably the surest 
means of excluding tuberculosis. 

Six of the patients in this series had fever, 
hemoptysis, night sweats, and loss of weight. 
The x-ray showed a tubercular process in the 
presence of a typical abscess in two. One of 
the six was discharged from military service 
with a diagnosis of pulmonary tuberculosis. 
The patient died ten months later from an in- 
tractible gastro-enteritis, and necropsy showed 
an entire absence of evidence of tuberculosis. 

An encapsulated or interlobar empyema is 
probably the most frequent type of a perforat- 
ing abscess and is also the most difficult to dif- 
ferentiate. In some cases it is impossible to 
determine whether the process is primary in the 
pleural cavity or in the substance of the lung. 

Malignant disease of the lung may simulate 
abscess by a chronic productive cough, fever, 
leukocytosis, physical signs, and the x-ray. In 
two such cases in our series operation was done. 
One case was not absolutely proved but the 
subsequent course of the disease gave every in- 


Fig. 3. (216141) 12-8-17. (Acute abscess) 


taken ten days before operation. 


Plate 
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Fig. 4. Same case as Fig. 3. 12-18-17. Plate taken 
ten days later before operation. Note marked 
increase in density of shadow. 


dication of malignancy; in the other a bronch- 
iectatic condition was found at operation. 
Postmortem showed this to have been second- 
ary to primary malignancy of the lung. 

The use of the aspirating needle in the diag- 
nosis of abscess is decried by most surgeons of 
experience, if not by all. Even if adhesions 
prevent infection of the pleura, deep cellulitis 
of the chest wall may supervene. - 


Treatment 


The treatment of lung abscess is drainage. 
The anatomic relations of lung parenchyma, 
bronchi, snd trachea are such as to provide 
spontaneous drainage when the abscess has 


opened into the bronchus. The compression 
of the lungs by the chest wall and the diaphragm 
in coughing, further aids in expelling the pus. 
The patient often discovers that certain posi- 
tions favor expectoration and so unconsciously 
makes use of gravity to help empty the cavity. 
That spontaneous cures result in this manner is 
to be expected. Probably a great many cases 
of small abscess with mild symptoms are never 
recognized. On the other hand a not inconsid- 
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Fig. 5. (216141) 1-21-18 (Acute abscess) Plate 


taken three weeks after operation. 


erable number of unquestioned cases with spon- 
taneous cure are recorded. 


Acute cases of the mild type, according to 
most writers of experience, may, therefore, be 
treated expectantly in the hope that drainage 
through the bronchus may effect a cure. These 
cases are such as most often follow pneumonia 
of a mild type, and even in these it should be 
understood that the presence of pus in the 
bronchial tree is a constant menace to other 
portions of the lung. In general the mortality 
in cases of abscess treated expectantly has been 
from 70 to 90 per cent. 

Surgical treatment aims to facilitate drain- 
age and to heal the abscess cavity either by 
carrying nature’s method one step further—by 
collapsing the abscess walls, or by drainage from 
the outside, and, if necessary, mobilizing the 
chest wall to secure collapse of the cavity. 

Collapse of the lung may be attained by rib 
resection or by artificial pneumothorax. Radi- 
cal collapsing of the chest wall sufficient to ob- 
literate the cavity was performed by Macewen 
in 1911. Tuffier has secured partial collapse of 
the cavity by separating the parietal pleura 
from the chest wall and inserting masses of fat. 
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Forlanini in 1910 adapted his artificial pneu- 
mothorax therapy for tubercular cavities to 
those of pyogenic origin. Izar, Volhard, and 
notably Tewksbury in this country have re- 
ported cases cured by this method. The pre- 
sence of pleural adhesions in a large proportion 
of the cases will probably always limit this 
method. 

Thoracotomy with rib resection and pneu- 
monotomy is the operation most extensively 
practiced and will probably remain, for most 
cases, the operation of choice. The techhnic I 
have used is as follows: 


Operation 

The incision is made over the affected area, 
as localized by the physical findings, and es- 
pecially by the x-ray. If the focus is in the 
lower lobe a lateral or posterolateral approach 
probably is best; if it is in the upper lobe, the 
anterior incision gives the best exposure. The 
presence of the scapula, and thick back muscles 
limits the area that can be exposed high up 
posteriorly. In two recent cases in which the 
abscess lay posteriorly and high, good exposure 








Fig. 6. Same case as Fig. 5. 4-11-18. Plate taken 
four and one-half months after operation. No 
symptoms, no sinus. Gained 50 pounds in 
weight. 
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was obtained by resecting the angle of the 
scapula. An ample incision larger than seems 
necessary should be made. One is continuously 
impressed by the rapid healing of wounds in the 
chest wall. If the incision is not ample the 
wound will close to a small sinus before the 
cavity in the lung has become obliterated. 
Subperiosteal resection of about four inches 
of two or three ribs suffices for exploration. 
The further procedure depends on the presence 
or absence of adhesions of the lung to the par- 
ietal pleura. A thickened, greyish, opaque 
pleura indicates the presence of adhesions. In 
some cases the movement of the lung can be 
seen through the parietal pleura showing ab- 
sence of adhesions. In other cases there may 
be adhesions in one part of the exposed area, 
but not in another; in still others a small incision 
is necessary in order to decide as to the presence 
of adhesions. A safe procedure, and one I have 
followed, is in case of doubt to act as though 
adhesions were absent. If adhesions are ab- 
sent or only partial or doubtful, as in 9 of my 
cases, the lung is attached to the pleura and in- 
tercostal muscles by continuous catgut sutures. 
The lung may then be explored for the abscess, 


but there still remains the risk of leakage 


= ellie ane 





Fig. 7. (228271) 5-28-18. (Acute abscess) Plate 


taken just before operation. 
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Fig. 8. Same case as Fig. 7. 9-6-18. Plate taken 
three and one-half months after operation. 


Slight residual cough. No sinus. Gain in 
weight about 50 pounds. 





through the suture line. The empyema likely 
to result is a serious, often a fatal complication. 
Unless immediate drainage is urgent, it is there- 
fore safer to wait a few days for adhesions to 
form, before attempting to drain. Other or 
supplementary methods of provoking adhesions 
are iodoform gauze packs, chemical irritants, 
cautery, etc. In my hands suture has sufficed. 

Exploratory puncture with an aspirating 
needle seems to me the most accurate method 
of localizing the abscess. It is important in 
this connection to remember that pus is most 
apt to lie near the periphery of the lung. The 
danger of piercing a large blood vessel by di- 
recting the needle deeply or by using a very 
large one must be recognized. In several 
cases hemoptysis occurred—in two with tem- 
porary but alarming dyspnea and cyanosis. 

If pus is obtained, incision is made along the 
track of the needle by means of a cautery 
burning a funne! shaped path. Adequate expo- 
sure is thus furnished for drainage, and for the 
purpose of searching for secondary pockets. 
If the cauttery is kept at a dull red heat, good 
hemostasis isalsosecured. Occasionally no pus, 
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Fig. 9. (236782) 6-27-18. (Acute abscess) Plate 


taken just before operation. 


but air only is aspirated at exploration. Willy 
Meyer considers this significant of entry into 
the abscess cavity, provided the aspirating sys- 
tem is air tight. 

If no pus is aspirated, burrowing into the 
dense area with a blunt instrument or with the 
finger is recommended. In one such case, after 
repeated negative aspirations, I cauterized a 
tract into the dense area. Even though no pus 
was encountered the patient made a strikingly 
rapid and complete recovery. In another sim- 
ilar case no marked improvement followed two 
cauterizations fairly deep into the lung tissue. 
Three weeks later the patient died suddenly 
from accute profuse hemoptysis. Necropsy 
showed that an aneurysmal vessel had burst 
into the abscess cavity; the cautery had failed to 
reach the deep lying abscess by less than a half 
inch. 

Gauze pack is the best safeguard against 
hemorrhage in the first days following operation. 
After it is removed I have used light gauze packs 
or soft rubber tubes cut in spiral fashion. 


Complications 
Secondary hemorrhage is a relatively fre- 
quent and often fatal complication. It is usual- 


ly due to erosion of large blood vessels in the 
abscess wall or pressure-necrosis from stiff 
drainage tubes. Suturing, when practical, is 
the best method of control. Packing with 
gauze will usually control the hemorrhage for a 
time but relapses are common. Septic pneu- 
monia and empyema are also to be feared. 
Empyema may be encapsulated and difficult to 
diagnose. Cerebral abscess is a relatively rare 
complication. A rare and interesting condi- 


tion observed in one patient of the series was 
a total blindness lasting for twenty-four hours 
with complete recovery of vision. 


Results 


The 16 cases herein reported comprise all in- 
stances of lung abscess that were diagnosed at the 
Mayo Clinic during a little more than one year. 
All the patients were operated on regardless of 
the fact that several were desperately ill and, 
therefore, were very poor surgical risks. Op- 
eration offered them the only hope of recovery. 
Three patients died; a mortality of 18.7 per 
cent. All of the remaining 13 are improved. 
In three of these the operation is too recent to 





Fig. 10. Same case as Fig. 9. 12-30-18. Plate 
taken six months after operation Slight resid- 
ual cough and sputum. Marked gain in 
weight. 
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classify as to the permanent result. Two have 
bronchial fistulas that will probably require 
plastic operation. Seven are cured in the sense 


that there is no sinus and they have no symp- 
toms referable to the pulmonary lesion. 


Conclusions 


1. Abscess of the lung is a fairly common 
disease and is amenable to surgical treatment. 

2. Pneumonia and inhalation of infected 
material are the most common causes. 

3. <A productive cough, dullness to percus- 
sion and a localized shadow on the x-ray plate 
are the most characteristic findings. 

4. Abscess should always be considered in a 
differential diagnosis of pulmonary tuberculosis. 

5. Late drainage doubles or trebles the 
operative mortality and morbidity. 

6. A two-stage operation under local anes- 
thesia is a relatively safe and satisfactory 
method. 
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Fig. 11. (213924) 12-19-17. (Chronic abscess) 


Plate taken just before operation. 


Fig. 12. 
taken one month after operation. 
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1-18-19. Plate 
Report six 
months after operation much improved. 
Fistula. 


Same case as Fig. 11. 
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DISCUSSION 


DR. 8S. C. SCHMITT, Minneapolis: I was in 
hopes that Dr. J. W. Little would be here to open 
the discussion on this paper, and that I could simply 
stand behind him and say, Amen. 


We have been told by Dr. Wright that there are 
only twenty men in Minnesota who know the path- 
ology of venereal diseases and are therefore com- 
petent to treat them. The number of men in 
Minnesota who are competent to discuss the sub- 
ject that has been brought before us today by Dr. 
Hedblom is considerably less than twenty. I do 
not claim to be eémpetent to discuss it. although 
I have been asked to do so. However, I want to 
bring out some points concerning a subject closely 
related to it, namely, empyema. We had in Base 
Hospital at Camp Grant about 80 cases, and every 
case was operated under local anesthesia. Dr. 
Hedblom_mentioned something about these oper- 
ations for lung abscess and empyema being done 
under local anesthesia, but that some surgeons 
are still doing them under general anesthesia. From 
our experience at the Base Hospital at Camp Grant 
we feel there is no excuse for doing these operations 
under general anesthesia. In fact, the chief surgeon 
of our service makes the statement that it is a 
criminal procedure to operate any of these patients 
under general anesthesia. The technic has been 
standardized for operating on these cases under 
local anesthesia, and every. man in the surgical 
section or on the surgical staff, was able to do these 
empyema operations, including rib resection, in 
less than‘twelve minutes. 

There are two methods of doing infiltration or of 
using a local anesthetic, one of which is described 
in the textbooks. We first locate the point of rib 
resection, usually the eighth rib, and locate it by 
getting the patient’s arm above the head, and 
measuring three finger breadths below angle of 
scapula, gave us the eighth rib for resection, where 
the empyema was low. We do infiltration of the 
skin, using about 110 ¢.c. of a one-half percent 
solution; then wait ten minutes. We do not include 
that time in the time stated to be necessary for 
doing the operation. Then make an incision down 
to the rib, and infiltrate between the ribs with 
the local anesthetic. By this method we infiltrate 
the intercostal spaces and give sufficient time for 
conduction anesthesia to take place, while we tie 
the blood vessels to control hemorrhage. The con- 
duction anesthesia is then perfect, and the patient 
experiences no pain. As the visceral pleura is insen- 
sitive to pain, you need no further anesthesia to 
cauterize a tract if: there is a lung abscess to be 
drained. 


THE THERAPEUTIC EFFECTS OF OVER- 
FEEDING IN PERNICIOUS ANEMIA* 


T. A. Pepparp, M. D. 
Minneapolis, Minn. 


The phenomena occuring as a part of the na- 
tural course of pernicious anemia make expec- 
ially hazardous any deductions drawn concern- 
ing the result of any particular mode of treat- 
ment applied. Concerning the efficacy of 
treatment there must be considered. A. The 
ultimate result. B. The effect upon the so- 
called crises. C. The symptomatic relief. 

Bloomfield (Bulletin of John Hopkins Hos- 
pital, May 1913, page 101) writing from the case 
records of the Johns Hopkins Hospital makes 
very conservative statements in speaking of 
transfusion, focal infection, splenectomy and 
the usual routine. It seems that arsenic and 
arsenic preparations are given with a super- 
stitious hope of the impossible. Splenectomy 
has come, and in some places at least, has gone. 
Transfusion is of value in selected cases, its 
greatest worth apparent in the immediate ef- 
fects rather than in any real curative value. 
Focal infections have not been demonstrated as 
a cause of pernicious anemia and it has not been 
found that their removal has any direct effect 
upon the course of the disease. Barker and 
Sprunt (J. A. M. Dec. 8, 1917, page 1919) give 
a rather detailed account of their method of 
treatment, which consists largely of rest and the 
giving of 4000 to 5000 calories per day. In the 
discussion of this paper, Christian and Linde- 
man mention the increased appetite of patients 
following transfusion. Mosenthal (Bulletin 
Johns Hopkins Hospital, June 1918, page 129) 
reports three cases in which he quantitated the 
nitrogen intake and output. He found no dif- 
ficulty in obtaining a positive balance and his 
patients gained in weight-and the blood picture 
improved. The patients received from 50 to 60 
calories per kilo per day and the average bal- 
ances were from three to six grams per day. 
Metabolic studies (The Spleen and Anemia, 
Krumbhaar and Frazer, Lippincott 1918) on a 
case before and after splenectomy are recorded 
by Pearce. Before the operation the patient’s 
nitrogen intake was 16 grams with a positive 


*Read before the Minnesota State Medical Association, 
August 29-30, 1918, Duluth. 
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nitrogen balance of only .42 grams. Immedi- 
ately following the operation on the same intake 
the balance was increased to 2.2 but at a later 
period had returned to practically the same 
level as before the operation. Minot (Bulletin 
Johns Hopkins Hospital, Nov. 1914, page 338) 
studied the nitrogen metabolism before and 
after splenectomy. The average balance for a 
five day period before the operation showed a 
loss of .78 grams. The patient lost three 
pounds in weight during the study. After 
splenectomy on a similar intake, about 25 cal- 
ories per kilo, she gained in weight, although 
she only showed a very small positive balance, 
(.6). The chart shows considerable improve- 
ment in the blood picture. Von Nordin’s 
(quoted by Minot) work showed no protein loss. 

As a rule diet is included as a fundamental 
factor in treatment but specific recommenda- 
tions are largely lacking. 

The following cases were studied during the 
past year in the Minneapolis City Hospital. 
The patients were offered large trays and were 
given lunches between meals and during the 
night. They were encouraged to eat and all 


food was weighed. The food values were ob- 
tained from Atwater and Kent’s tables and the 
nitrogen estimated by the Kjeldall’s method. 


Case Il. W.G. Male. Age 48. Diagnosis: 
Pernicious Anemia. First observed June 30, 
1917. Onset in Oct. 1916 with subjective 
numbness, incoordination, some soreness of the 
abdomen. He recently had an attack of ob- 
structive jaundice. Physical examination: pa- 


tient is a well nourished and not especially sal- 
low or pale; there is no pigmentation; pupils are 
active; right is a trifle larger than the left; 
marked pyorrhea alveolaris present. Thorax is 
symmetrical; no dullness, no rales are heard 
over the lungs. The heart is not enlarged; it is 
regular; there are no murmurs heard. Abdomen 
is full; theliver comes two fingers breadth below 
costal margin; the spleen is not palpable. The 
knee jerks are active; sensation normal; vibra- 
tion sense not found to be dimished. Cremasteric 
and abdominal reflexes are absent. Marked 
Rhomberg; no loss of muscular power; plantar 
reflex is normal. RBC 4,300,000; Hemoglobin 
75%; WBC 5300; PMN neutrophiles 77%; 
lymphocytes 18%; transitional 2%; eosiniphils 
2%; basophils 1%; no nucleated cells found; no 
myelocyts; a very slight anisocytosis; retucu- 
lated RBCs 6%. The resistance of the red 
blood cells to hypotonic salt solution is normal. 
The blood and spinal fluid Wassermann is nega- 
tive. The urine shows only a very faint trace 
of albumin; specific gravity 1024; a few hyaline 
casts were seen in the sediment; urobilin and 
urobilinogen shows at times in the urine. This 
patient has constantly had an anacidity of the 
stomach; no occult blood in the stools. No 
lesion was demonstrated in the stomach at the 
Roentgen examination. The duodenal con- 
tents showed evidence of increased hemolysis. 
The value of the urobilin and urobilinogen esti- 
mated at 2400 and 1000 respectively. This pa- 
tient was later observed and admitted to the 
Hospital in May 1918 when the erythrocyte 
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count was 1,000,000 and hemoglobin 40%. At 
the latter admission he was kept at rest in bed 
without medication and without improvement 
until June 7th, at which time he received a small 
transfusion of 300 cc. citrated blood. On July 
12th he was put on forced feeding and studied 
for a period of one month. 

Case II. Male. Age34. Diagnosis: Perni- 
cious Anemia. First observed May 4, 1918. 
Had had secondary anemia, so-called in 1913. 
Complains of chills and chilly sensations, some 
dizziness; has lost considerable weight; there is 


some enlargement of the cervical glands; has. 


some cough recently and some soreness in the 
abdomen. Physical examination: Patient is 
a fairly well developed negro. There are a 
number of firm nodular masses varying in size 
from a few milimeters to4.5cm. They are dis- 
creet. There is some impaired resonance over 
the chest and a few moist rales are heard at the 
left base after coughing. The heart is regular; 
is not enlarged; there are no murmurs heard. 
There is some tenderness of the abdomen. The 
spleen is palpable. Roentgen examination 
shows no lesion of the stomach. Deep and sup- 
erficial reflexes are normal; vibration sense is 


G. 


impaired over extremities. RBC 900,000; 
Hemoglobin 50%; there are a number of nuc- 
leated red cells, normal blasts and megloblasts. 
Reticulated red cells 6%; marked anisocytosis 
and poikilocytosis. The Wassermann reaction 
is negative. The blood serum shows a faint 
trace of bile pigments; bile salts negative. 
Urinalysis: Specific gravity 1024; reaction 
acid; very faint trace of albumin; few hyaline 
casts; no urobilin or urobilinogen in the urine; 
P.S.P. test 56%; no tubercle bacilli in the spu- 
tum. Von Pirquet test is positive; complement 
fixation test for tuberculosis is positive. The 
stereoscopic Roentgen plates of the chest show 
evidence of old tuberculosis. The duodenal 
contents examined for urobilin and urobilinogen 
gave values, for the former 3200, for the later 
1200. This patient received no treatment other 
than forced feeding. 

Case III. Patient female. Age 73. En- 
tered Minneapolis City Hospital June 22, 1918. 
diagnosis: Pernicious Anemia. Complains of 
eructation of gas and morning vomiting; some 
diarrhea from time to time; extreme weakness; 
some swelling of the extremities. Examination 
shows a poorly nourished, elderly woman, 
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pale. Presents an interesting dark brown 
pigmentation over the hands, forearms and 
abdomen. Heart measures 3.5-9. 
bruit heard at the apex. Abdomen is lax; 
spleen is not palpable. By Roentgen examin- 
ation of the stomach no lesion of the stomach 
was found. Deep and superficial reflexes are 
normal; vibration sense is impaired over the 
lower extremities. Blood examination RBC 
1,900,000; Hemoglobin 55%; WBC 3,400; 
PMN neutrophiles 60%; lymphocytes 36%; 
transistional 4%. Urine: specific gravity 101; 
reaction acid; trace of albumin at times and 
on one occasion a few granular casts; poly- 
chromophilia; many nucleated erythrocytes 
noted; reticulated cells 8%; marked anisoc- 
ytosis and: poikilocytosis. P.S.P. test 50%. 
No urobilin or urobilinogen found in the urine. 
Stomach contents show an anacidity; no 
occult blood in stools. Duodenal contents: 
urobilin 1,200, urobilinogen 800. This patient 
received no treatment other than the forced 
feeding. 


Systolic 


We experienced great difficulty in getting 
the patient in Case III to take the diet offered 
her, and while the summary shows a positive 


nitrogen balance, unrecorded emesis at times 


makes the figures unreliable. She is an as- 
thenic individual with a dilated and ptosed 
stomach. It may be possible to show better 
results with her at another time when she is 
in a less refractory state. 

Case I was able at nearly all times to take 
the diet offered him. During the month of 
forced feeding he gained in weight 4.2 kilos; 
10% in hemoglobin and 1,800,000 RBC. The 
nitrogen output was quantitated for ten 24 
hour periods and for nine of these days a 
positive balance was secured, the greatest re- 
tention being 18 grams. Just following this, 
the minimum positive balance is recorded for 
one day. The patient was unable to take his 
diet and a change to a negative balance with 
a loss of weight took place. It may be said 
that in spite of this man’s anacidity, he did 
as well without as with the hydrochloric acid. 

Case II shows a gain of 15% hemoglobin 
and 1,000,000 RBC, also his weight increased 
4.kilos. This patient showed a variable though 
always positive balance, averaging 6.25 grams 
on the ten days in which the output was 
determined. The feeding in this way pro- 
duced no appreciable change in the nitro- 
genous bodies of the blood in any of the pa- 
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tients. There was observed no definite rela- 
tion between the intake and output of fluid 
and the balances obtained. It is preferable 
to feed these patients a measured quantity 
daily, rather than to allow them to follow 
their inclinations, as feeding beyond tolerance 
in every case resulted in an inability to take 
even sufficient food for a day or two, during 
which time, of course, the balance was dis- 
turbed, usually more nitrogen was excreted 
than had been taken in. 

In Case I the improvement seems to have 
been initiated by the small transfusion of 
blood. The nitrogen was not estimated at 
this time. It has, however, been shown that 
increased nitrogen loss is usual. 

A diet allowing from 60 to 65 calories per 
kilo (approximately double the minimum re- 
quirement) can be recommended, this to be 
given in proportions of Protein 16%, Fat 42%, 
and Carbohydrates 42%. 

Conclusions: Three cases of pernicious 
anemia have been studied with reference to 
the effect of forced feeding. In two cases, 


possibly in all of them, a positive nitrogen 
balance was secured without difficulty. Dur- 
ing the gain in weight symptomatic improve- 


ment took place and there was a distinct bet- 
terment in the blood picture. 


DISCUSSION 


DR. W. A. JONES, Minneapolis. (Discussing the 
papers of Drs. Woltmann and Peppard): 

Mr. Chairman and Gentlemen: One of the greatest 
difficulties medical men, and particularly neurologists, 
encounter, is the early diagnosis of pernicious anemia; 
and yet, in spite of the absence of b'ood findings, there 
is something about these people that suggests the be- 
ginning cf an attack of pernicious anemia. I gather 
from both papers that no one knows very definitely 
to what the attack is due, except there must be an 
accumulation of toxins of some sort, of unknown or 
unreliable type, at least. 

In most of these people one may find, as pointed out 
by Dr. Woltmann, the common sensory disorders, and 
particularly that of joint-sensation. These sensations 
are sometimes extremely variable, and that alone is 
often sufficient to make one suspect a beginning of 
pernicious anemia. 

The disorders of the mouth, I think, are suggestive. 
People who complain of disordered taste, and who 
have sweet and sour and sand-like sensations, and 
almost every conceivable disorder of taste, are, usually, 
affected with pernicious anemia. 

My experience has been largely with the psychoses, 
and it has seemed to me that an unusual number of 
people who become mentally disordered are the early 


subjects of pernicious anemia. They begin, first as I 
have found, with the various sensory disorders, mild, 
but variable in degree. They usually show the typical 
cord-gait, of whatever type, whether posferior, lateral, 
or combined. This is soon followed by a mild con- 
fusion, which increases very perceptibly from week 
to week, until they finally become extremely violent, 
horribly noisy, and wholly disoriented. I have felt 
sometimes as if the mental side of the pernicious type 
was rather typical, that these patients had a special 
set of symptoms which differed from other psychoses. 
The treatment of them is very interesting, but not 
very satisfactory. All of these mental disorders rise and 
fall, but eventually décline, and the majority of them, 
I think, of both the cord and brain type, result in death. 


I had a case some years ago of a woman who was very 
large in frame and was very fat, who had not men- 
struated for three years. She was then thirty-three 
years of age; and I gave her daily doses of iron and 
arsenic hypodermatically, so that in five weeks she 
came around normally, and menstruated with regularity 
for eight or nine years. This year, she had another 
attack, and she has gone now for more than six months. 
Her blood-findings are not very satisfactory except 
that they show a decided diminution in reds without 
much other change. 


In one case the hypodermic was repeated four times 
in twenty-four hours, an enormous amount of iron 
being thrown into the blood-stream, and, I think, 
with very decided benefit,—that is, the results were 
highly satisfactory for the time being. It is astonish- 
ing how much iron a patient will absorb, and to what 
degree it brings back the normal mental condition and 
relieves the confusion and the disorientation. 

The forced feeding with large quantities of food is 
a very important factor, but it has its difficulties, and 
sometimes it is almost impossible to carry it out. 

Some of these people get better for a time, and then 
show a recurrence of all the typical signs. Most of 
them, as I have said before, go down. Very few of 
them make any permanent gain unless it be for a few 
months or perhaps for a few. years. 

DR. JOHN P. SCHNEIDER, Minneapolis, (Discuss- 
ing the papers of Drs. Woltmann and Peppard): 

Mr. Chairman and Gentlemen: Pernicious anemia 
has been a subject of study with us at the University, 
and thanks to the interest of the men in the State, we 
have had the opportunity of studying within the last 
four years 150 cases of pernicious anemia. And when 
I look back and see that in the seven years prior to 
that I saw one case that I recognized, I feel that we 
have seen some of the varieties. That is the difficulty 
with pernicious anemia. When you know one case, 
you don’t know it, and the more you see the less you 
know. 

The question of feeding in pernicious anemia is 
fundamental. It was so fundamental that it induced 
me to go to the great research laboratory at the Uni- 
versity of California last month, because of some work 
that they were doing on dogs. These men had upset 
some of our speculations, and I thought it was a good 
idea to find out what they are doing now. They would 
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induce an anemia by hemorrhage in dogs, and then 
kennel them separately and try various feeding ex- 
periments. 

The striking thing that was evolved by this work 
was that the dogs with a count of one million could 
be made to regenerate the other four million in three 
weeks by feeding meat. That same dog, with one 
million, would not regenerate his other four million 
in three months on carbohydrates. 

Various protein principles, gelatin and other things, 
were tried, and the pyrol ring alone was tried, but 
none gave results. That brings us back to the man 
who gave raw beefsteak for pernicious anemia; and 
he was not so far off when it comes to the dietetic treat- 
ment. 

We must realize the principles which enter into the 
regeneration of blood. Too much emphasis must not 
be placed on haemoglobin; that is less affected in per- 
nicious anemia. Cholesterin is much more vitally 
affected. Cholesterin is derived from milk and eggs 
particularly, and cheese. Particularly, milk is the 
product from which cholesterin is derived. But both 
pyrol-ring rich foods and cholesterin-holding foods only 
indirectly enter into the making of blood. For it was 
shown in the California experiments that if the dogs 
were allowed to starve after being made anemic, that 
they would, in spite of starvation for three weeks, 
regenerate blood. The immediate progenitors of blood 
are katabolic products which are used in metabolism 
for the regeneration of blood. An extensive intake 
does not facilitate of itself the regeneration of blood. 
We must simply, as has been shown, endeavor to main- 
tain a protein balance, so that the patient may in his 
metabolism, regenerate his blood through the tissue 
metabolism, because that is how he regenerates it. 


In the practical handling of patients, my experience 
reminds me of a story of a chap whose wife had a car- 
cinoma of the stomach, and I condoled with him after 
the wife had passed away; and he said, “Well, I told 
her that she would die. I said, you are too stubborn 
to eat, and if you don’t eat you will die.” That has 
been my oroblem with the pernicious anemia cases. 
When the patient goes into a remission he will eat 
wonderfully. I have one patient who has now been 
under observation for three years. This patient has 
on three separate occasions been in and near coma. 
He has had 48 transfusions in three years. He has 
had as many as 9 in one month. He has now gone into 
a remission, after having had 27 transfusions in three 
months, and now for three months he has not had 
any. He-could not be induced to eat anything. Now 
he eats properly; he takes 4,000 calories a day spon- 
taneously, and is attending to his business. again, 
after having been bedridden for the major portion of 
a year. 

These bizarre things we know little about. And 
transfusion does this: if the patient is rapidly going 
down; if he is rapidly approaching dissolution, we can 
supply him artificially with blood with which to main- 
tain life, but we do not produce a genuine remission, 
I am afraid. If we quantitatively figure up the amount 
of blood that the patient will receive, we can easily 


see how that can be accomplished, but so far as in- 
troducing a remission, I do not think that we can do 
it. It is usually longer than three months, which is 
about the maximum effect that we get with multiple 
transfusions. It has been even shown that these re- 


mission periods have nothing to do with our treat- 
It is so bizarre, it cannot be figured 


ment apparently. 
out. 

On the other hand, the feeding problem is one en- 
tirely of the stage of the patient. I believe that rest 
with feeding is a valuable collary; but if Dr. Peppard 
will kindly carry through this treatment of these three 
patients under control untli the next annual meeting, 
and then present to us his data we will get something 
valuable, because of the fact that pernicious anemia 
is a disease of three,or four or five years, in many cases; 
and an observation over a short period is of no value, 
because of these erratic changes that occur without 
our definite knowledge of how they are or are not in- 
fluenced. 

Dietetic treatment was in vogue in 1902. Hunter 
advocated it, and Graves, and later Kaufman, and 
it was shown that much can be accomplished. 


Dr. Woltmann is to be congratulated on the fact 
that he has such valuable and diverse material, and 
because of that fact as Dr. Jones has pointed out, his 
findings are often. bizarre and changeable, and dif- 
ferent in every case. As a matter of fact, I presume 
the neurologist will see many cases of pernicious anemia 
that the internist will never see, because those with 
prominent neurological symptoms will go to the neurol- 
ogist, and those who have lower organic symptoms will 
go to the internist. 


I presume we are safe in saying that the origin of 
pernicious anemia is an infectious one, that it is not 
single, that there are various organisms which can 
produce the disease complex. We know that we have 
already taken away the group in which the treponema 
is the causative agent. I know one case which was 
splenectomized two years ago, a girl of 18 years of 
age; that was rather early, who had a tuberculous 
spleen. She is perfectly well now. She had a per- 
fect pernicious anemia and there the tubercle bacillus 
was the etiological agent; and in removing the spleen 
we removed the only active source of her disease. 

DR. E. C. ROSENOW: I would like to ask whether 
there has been any improvement in the focal infection 
coincident with the improvement in the patient? 

DR. J. M. LAJOIE, Minneapolis. (Discussing the 
papers of Drs. Woltmann and Peppard): 

Mr. Chairman and Gentlemen: I am sure we have 
all enjoyed the very interesting papers presented by 
Dr. Woltmann and Dr. Peppard. I was very much 
interested in Dr. Peppard’s paper regarding forced 
feeding in the treatment of pernicious anemia. I have 
been urging my patients to eat as much as they can 
of foods of high caloric value, and the results have 
been very gratifying. Along with this, I have used 
transfusions of citrated blood by the non-surgical 
method. I feel that forced feedings and blood trans- 
fusions should be combined in our efforts to improve 
the patient’s condition. In forced feeding it is diffi- 
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cult at times to get the patients to eat. They fre- 
quently complain of anorexia, gastric disturbances, 
nausea and vomiting. I -generally insist that they 
eat whether they enjoy their food or not, and the feed- 
ings are usually six in the day, three full meals with 
plenty of foods that are rich in protein, and usually 
followed in two hours by milk or an egg-nog. 

I find it also helpful with these patients to get them 
out of doors as much as possible. The open air stimu- 
lates their appetite. The appetite is also stimulated 
after a blood transfusion. The effects of transfusion 
upon the individual are never serious and are invari- 
ably beneficial. There are at times some slight reactions, 
but they are easily controlled by external heat and 
hot drinks. 

With regard to medication, I have been in the habit 
of using arsenic in some preparation. I doubt whether 
it does very much good or not. The kind I usually 
use is sodium cacaodylate, or a iron-arsenic solution 
of Italian preparation. 

There is one thing that is very important. It is an 
earlier diagnosis of pernicious anemia. Frequently we 
see patients who have a red blood count as low as one 
million, accompanied by the other usual changes, who 
are acutely ill, and a correct diagnosis has not been 
made. 

It would be very interesting to have a paper on the 
same subject from Dr. Peppard at our next state meet- 
ing, so that we might hear the accumulated results 
of his work for the coming year. 

DR. H. W. WOLTMANN, Rochester, Minnesota, 
(Closing the Discussion): In going over the charts of 
these patients of pernicious anemia, I was struck at the 
very frequent onset of the disease following immediately 
in the wake of some illness of infectious origin. In a 
great many of these cases also, pyorrhea and infected 
tonsils were very marked, however, I do not know 
whether this is more striking in these patients than 
one observes in individuals suffering from other illnesses. 
Many cases remain ,however, in which one can find 
no source which may serve as the focus of infection. 
Probably none of these patients get entirely well, even 
after the removal of every possible focus; to what 
extent they may improve, I cannot say. Possibly 
Doctor Peppard can tell us more about this. 

DR. T. A. PEPPARD, Minneapolis. (Closing the 
discussion): Conservatism is certainly enforced upon 
all of us in discussing this condition. We can observe 
what happens in these cases after certain things have 
been done. Whether we can reason from that that 
these things happen because of the particular method 
or thing applied, probably cannot be said at this time. 

Mosenthal does not parallel the secondary anemia 
cases with his three cases of primary anemia which he 
reports, but has one case of secondary anemia which 
responded much quicker, and the response is greater 
than in the other cases. 

The most recent thing which I have seen concerning 
focal infection is that in an article by Bloomfield in 
the Johns Hopkins Medical Bulletin of May or June 
of this year, in which they made a particular study 
in an endeavor to get a clean bill of health for their 
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patients from the specialists in various lines, but they 
could see no effect any different than in the patients 
who had not been so treated. However, he,—and I 
think that in general we agree with him,—advised 
the removal of the foci, but as to any evidence that 
it has any direct effect on the cure or course of the 
disease, I do not think that we have any. 





FRACTURES OF THE HEAD OF THE 
RADIUS* 


L. E. Daucuerty, M. D., 
St. Paul, Minn. 


Fractures of the head of the radius occur fre- 
quently and we have found a constantly in- 
creasing number of clinical cases supported by 
skiagrams. Some of the reasons why this frac- 
ture is often not diagnosed is because there are 
as a rule no objective symptoms unless the in- 
jury is caused by direct violence. The bony 
landmarks of the elbow are not disturbed. 
Flexion and extension are not interfered with 
and little or no muscular spasm accompanies 
this motion. As a rule there is no swelling or 
hemorrhage into the joint. During the past 
year ten cases of this character have come to us 
for treatment and in reviewing x-ray pictures 
we have found many others which have been 
unrecognized. Thomas has had the same ex- 
perience and collected 48 cases and found 
evidence of 55 others in skiagrams. 


In taking X-rays of the elbow we are apt 
to depend on two views—one taken in an 
anterior posterior and the other in a lateral 
position. If the head of the radius is split, 
as it is apt to be, in a plane that will not show 
in either of these positions we are led to be- 
lieve that no injury to the bone has occurred. 

We can dismiss the difficulties of diagnosing 
those fractures which occur as the result of 
direct violence, for in those the deformity 
crepitus and muscular spasm particularly in 
supination with the arm flexed, are constant. 

In dislocations of the elbow, a small por- 
tion of the cup-like depression of the head 
of the radius often is broken and this is that 
portion which is anterior and is fractured when 
the head is forced past the capitellum. It may 
and not infrequently does interfere with motion 
—either rotation or flexion. In one of our cases 


*Read before the meeting of the State Medical Ass’n, 
held at Duluth, Aug. 1919. 
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occuring several years ago about one-third of 
the anterior lip was torn off at the time of a 
complete posterior dislocation of the elbow. 
It interfered with rotation and motion was 
seriously interrupted. 


There are two fairly constant types of 
fractures of the radial head due to indirect 
violence and these are the two to which I 
wish to call your attention. In one there is 
a simple splitting of the head—the split ex- 
tending down the shaft of the bone. This 
split may occur in any plane of the bone. 
There is usually little displacement and it 
is probable that the head of the bone is held 
in position by the annular ligament. In the 
other the anterior lip is crushed and has the 
appearance of a partial impaction of the head. 
In one of our cases of fracture of the capitellum 
in which it was necessary to remove this 
portion of the bone a split in the head of the 
radius was clearly demonstrated. 


Of the two most common types of fracture 
referred to above probably the one seen most 
often is the splitting type. I have endeavored 
to produce this fracture in the cadaver but 
so far have failed. It is difficult to obtain 
an accurate description of the exact position 
of the arm at the time of injury but all of 
our cases resulted from a fall. The hand 
struck the ground while extended and the 
elbow was flexed. Simpson thinks that a 
violent abdution is the immediate cause, al- 
though a simpler explanation would probably 
be that the rounded capitellum is driven with 
such force into the cup-like articulation of 
the head of the radius that the head is split. 
I am at a loss to explain the cause of the other 
fractures unless it is that there is an attempt 
at a posterior dislocation of the elbow and 
the anterior lip of the cup like depression of 
the head of the radius is impacted against 
the capitellum with the arm in a flexed posi- 
tion. In all of our cases there was a distinct 
history of the arm being caught under the 
body. 

One might suppose that if a Colles fracture 
was produced by an impaction of the lower 
end of the radius as a result of direct violence 
on the lower end of the bone—the force would 
be transmitted upward and that a fracture 
of the upper end of the radius would result 
instead of the lower. We would then look 
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for fractures of the upper end of the radius 
to accompany a Colles. As a matter of fact 
these fractures do not often occur at the 
same time and the explanation is that Colles 
fracture is not due to direct violence on the 
lower end of the radius, but is due primarily 
to hyperextension of the hand and the tear- 
ing off of the lower fragment by the anterior 
radio carpal ligaments. The author has had 
the opportunity several times of producing 
typical Colles fractures in the cadaver by 
simply over-extending the hand. 


The diagnosis is not easy but there are 
certain symptoms which are constant. As a 
rule there is no crepitus although in some of 
our cases a slight click has been perceptible. 
Flexion and extension though sometimes slight- 
ly painful are not interfered with. The motion 
of pronation and supination is definitely in- 
terfered with. This is particularly true if 
the elbow is flexed at a right angle and press- 
ure is made on the thenar eminence towards 
the elbow. A muscular spasm is constant 
during this manipulation and is we believe 
a characteristic feature of this injury. Cotton 
calls attention to this diagnostic point and 
says that spasm on rotation is characteristic 
of all fractures of the radial head. Where 
the head is split far enough to cause a widen- 
ing of the bone, motion of the joint may be 
mechanically interfered with and this is also 
true where a piece of the head is broken off 
and acts as a foreign body. Rotation is the 
motion most likely to be interrupted although 
flexion and extension may be limited depend- 
ing, of course, upon the location of the loose 
piece of bone in the joint. We have never 
seen a separation of the upper radial epiphysis 
in a child. ; 

The treatment of the two most common 
types of fracture, i. e. the splitting of the bone 
and the impaction of the anterior lip is simple. 
The elbow is put at rest in a right angle splint 
and this is done more to prevent rotation 
than flexion. The splint should remain in 
place at least three weeks. 


In our cases recovery with complete func- 
tion has been good. In one case, which came 
to us some weeks after the fracture, rotation 
is quite painful although the X-ray failed to 
show any displacement of the fragments. In 
case portions of the head are broken off and 
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act as foreign bodies, they will sooner or later 
have to be removed. It is fortunate that in 
old neglected fractures of this character in 
which there is a distinct limitation of motion 
we need not be afraid ‘to resect the radial 
head for it can be done with no loss of func- 
tion and no deformity. 


In Conclusion 

1. Fractures of the head of the radius are 
frequent and are often unrecognized. 

2. The two most common types are a split 
extending downward into the neck and shaft 
of the bone and a crushing of the anterior lip. 

3. The cause is not definitely determined. 

4. The diagnosis can usually be made by 
the muscular spasm which accompanies ro- 
tation and this is present in all cases. 





ILLEO-CAECAL CATHETER DRAINAGE 
OF THE INTESTINE IN DIFFUSE 
SEPTIC PERITONITIS* 


H. C. Coonry, M. D. F. A. C. S. 


Princeton, Minn. 


It has now been demonstrated that death 
from peritonitis is not wholly due to peritoneal 
inflammation and absorption of septic material 
by the great sac, but, also, is in a large measure 
due to the retention and absorption of the poi- 
sonous contents of the paralytic intestinal coils. 
A closed or paralyzed segment of gut soon 
develops virulent bacterial toxins, and, unless 
drainage of the bowel in some manner is estab- 
lished, death results. 

Draper has demonstrated that death always 
occurs in dogs upon whom a gastro-enterostomy 
had been made, and then a segment of the duo- 
denum closed in two places, proximal to the 
gastro-enterostomy stoma. Such deaths are 
directly due to retention and absorption of 
toxins in the isolated loop. In my own work 
upon dogs treated in this manner, I found that 
life was prolonged twenty-four or forty-eight 
hours, if the dog was given water freely, over the 
time the control dog lived who was given no 
water. 

It is a clinical fact that post-operative peri- 
tonitis patients ,whose bowels act upon the 
second or third day, usually recover. In the 


*Presented before the Annual Moons of the Minnesota 
Medical Association, August 28-30, 
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fatal cases the bowels cannot be opened. The 
patient looks, and is, poisoned, and dies from a 
type of auto-intoxication, as was pointed out by 
Lawson Tait many years ago. 


McKenna of Chicago has practiced with suc- 
cess jejunal enterostomy upon a considerable 
number.of patients with peritonitis, doing badly 
on the second or third day post-operative. 


The operation is made under local anesthesia, 
a loop of jejunum is sewed securely to the par- 
ietal peritoneum, the gut is opened at once and 
soft catheters iserted into the proximal and dis- 
tal loops which are thoroughly and frequently 
irrigated with saline solution or tepid water, 
and the bowel contents drained off. Recovery 
was the rule in these patients, who later under- 
went a resection for the closure of the fistula. 


There are two objections to this method of 
procedure, although great credit is due McKen- 
na for pointing out the great value of intestinal 
drainage in severe peritonitis cases. At oper- 
ation we are often unable to determine how ex- 
tensive the peritoneal inflamation is. Two or 
three days later, if the patient has done badly, 
and is nearly moribund, enterostomy will not 
save life, and its performance requires consider- 
able courage on the part of the surgeon and pa- 
tient, as well, when confronting the grave con- 
ditions present. Resection of the bowel after 
recovery of the patient is in itself a dangerous 
though necessary operative procedure in jeju- 
mal enterostomy. 

Impressed, however by the results obtained 
in this type of cases by the trail blazing work of 
McKenna, I have now, for over two years, in all 
severe cases of septic peritonitis, from whatever 
cause originating, as a routine prophylactic meas- 
ure, passed a soft No. 9 rubber catheter either 
through the stump of the appendix or, if this for 
any reason is not practicable, through a small 
stab wound in the caecum invaginating the ap- 
erture by a cat-gut circular suture, and tacking 
the caecum to the parietal peritoneum by one 
cat-gut suture, attaching the end of the omen- 
tum around the catheter to the caecal wall, drain- 
ing the abdomen and putting the patient in the 
high Fowler’s position. Through the catheter 
one-half pint of saline solution or tepid water is 
put into the intestine, the catheter clamped for 
two and a half hours and then allowed to drain 
into a bottle for half an hour. This treatment 
is strictly kept up for four or five days. Should 
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there be much abdominal distention, after 
twenty four hours I inject four to six ounces of 
Pluto water through the catheter and repeat if 
necessary every twelve hours until the bowels act. 


The bowels usually move spontaneously, or, if 
not, an enema in twenty-four or forty-eight 
hours after operation is given, no valuable time 
is lost, the catheter begins to drain gas and often 
fecal material while the patient is still on the 
operating table. The patients, now 22 in num- 
ber, and all in critical condition with diffuse 
septic peritonitis, upon whom I have carried out 
this procedure, for early intestinal drainage and 
the instillation of large quantities of water, 
have so far all recovered, excepting two, who 
died a few hours after operation. 


In my experience this type of cases pre- 
iously, with great regularity died. This is my 
excuse for emphasizing at this time an old sim- 
ple surgical procedure which requires but a few 
minutes to perform, that can do the patient no 
harm, but a superlative amount of good. 

The fistula, if indeed any such remains after 
the removal of the catheter closes in a few days; 
a catheter draining through the appentic stump 
into the colon at operation insures against loss 
of valuable time, secures drainage of the small 
bowel and colon and provides a certain method 
of enteroclysis which must be absorbed and not 
rejected as is often the case with proctoclysis. 
Saline cathartics, in my judgment, should be 
used through the catheter to stimulate peristal- 
sis (high surgical authority to the contrary not- 
withstanding), if the bowels do not act in forty- 
eight hours. A double drainage tube is placed in 
the cul de sac of Douglass through a suprapu- 
bic tab and all intestinal adhesions are freeds 
quickly, so that the pus and septic fluid in the 
abdomen will fall into the pelvis in one pool. 
The patient is kept in exaggerated Fowler posi- 
tion for three or four days, some times longer, 
during which time only water and tea are given 
by mouth. If vomiting occurs the stomach is 
washed out. 


As soon as these patients are safe, they devel- 


ope hunger and I wait for that. Children who 
bear starvation poorly and who develope surgical 
acidosis easily, should have a 5% solution of 
glucose, or milk sugar in sufficient quantities 
injected into the bowel through the catheter 
from the beginning of its use. The catheter is 
usually removed on the sixth or seventh day. 


DISCUSSION 


DR. A. F. SCHMITT, Mankato: The essayist has 
opened a question of great importance, and one to which we 
have not given the requisite attention which the gravity of 
the subject demands. 

The Fowler position has been mentioned and has been 
lauded. The true Fowler position means the elevation of 
the head of the bed and is of advantage when properly ap- 
plied. I fail to see any logical reason why any patient 
with a diffuse septic peritonitis should be placed in the 
false Fowler position as it is generally used, or what you 
can hope to gain by placing the patient in a semi-sitting 
position. The intestinal coils gravitate down into the 
pelvic basin and obstruct and block up septic material 
which cannot get out, no matter how many drainage tubes 
you use, and also tends to obstruction. At this stage of 
inflammation you have no material which will drain—you 
have a plastic condition. You have the formation of 
fibrin and a gummy mass, and the very thing which you 
wish to overcome, by the semi-sitting position you prevent. 
I think the false Fowler position is wrong anatomically and 
surgically. I can see advantages in placing a catheter 
through the stump of the appendix for the purpose of irri- 
gation, but the question arises how far these irrigations get 
up into the bowel. If you are dealing with a partial paraly- 
sis of the intestinal tract, what good can it do? I have had 


_ excellent results in these cases and have got along with 


drainage in the cul-de-sac as the doctor has suggested, 
making several openings and putting in free drainage to 
relieve intraabdominal pressure. But to put the patient 
in the false Fowler position is wrong. I have tried it out 
and have given it up. August Bier, who used the false 
Fowler position very extensively, now very emphatically 
condemns it. And if you are familiar with his writings and 
have followed his results you will find they have been bet- 
ter in the treatment of diffuse septic peritonitis by doing 
away with the ‘false’ Fowler position and thus prevent the 
septic material getting down into the pelvis and mechan- 
ically preventing free drainage. The true Fowler position 
—raising the head of the bed and maintaining the body in a 
uniform incline and not kinking the trunk on the pelvis is 
rational and good surgery when supplanted with ample and 
properly placed drainage tubes. Then in addition the 
patient should be turned from side to side, turned fre- 
quently in a prone as well as in a supine position. 


DR. J. A. THABES, Brainerd: I was very much inter- 
ested in the doctor’s paper, and also very much interested 
in what Dr Schmitt had to say about the Fowler position. 
His experience has been similar to my own. I tried the 
Fowler position for a great many years, but in the last few 
years I have practically given it up I find drainage is 
better and more efficient by placing the patients on the 
side where drainage naturally flows, and I have found this 
overcomes the tendency to the collection of pus within the 
pelvis. I have always drained by putting a drain in the 
cul-de-sac and also one in the flank, but I do not put these 
patients in the Fowler position any more. 

I was much interested in that part of the doctor’s paper 
relative to opening the bowel. I have recently, within two 
weeks, had two cases where it was necessary to do this. 
In one case it was due to a rupture of the small intestine in 
which the contents of the small intestine were poured out 
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into the abdominal cavity. The case was brought to me 
about thirty hours afterwards. This patient would have 
died if drainage had been established in that manner. 

In another case of bad appendix the same procedure was 
followed. I am satisfied this patient would have died also 
had not drainage been established. Both were in a des- 
perate condition. It is a matter of judgment when to do 
this, or whether we should do it at all. Certainly, it looks 
like a bad surgical procedure afterwards, but when a pa- 
tient is in an extreme condition it is better to have a live 
patient with a fecal fistula than to have a dead one without 
it. 

DR. A. N. COLLINS, Duluth: The essayist has stated 
some facts which are self-evident—facts in the past which 
gave rise to the origin of the Mixter tube, for sometime past 
a classical method of draining the intestine. 

All the essayist says concerning the draining of the in- 
testine in severe cases of diffuse septic peritonitis I agree 
with. , 

As to the Fowler position, I have always used it because 
as one of the participants in this discussion mentioned, it 
has become more or less the custom. I have not attempted 
to leave patients in the recumbent position, but I have 
always felt that if there was considerable fluid in the 
abdominal cavity, this fluid in the first two hours or less 
after the operation would gravitate to the lowest portion 
of the cavity. Intraabdominal pressure tends to squeeze 
that fluid out through the drainage wound. Very soon 
adhesions will form anyhow no matter what the position 
of the drainage. The intraabdominal pressure is the same 
whether the patient is in the Fowler position or recum- 
bent position. I feel a little safer in using the Fowler 
position especially when the patient first comes from 
the operating table. 

With reference to the matter of using cathartics, Pluto 
water and what not, to stimulate peristalsis, I have been 
very loth to order them. The principle of limiting the 
peritoneal septic process assumes the idea that we limit 
peristalsis. I have been loath many times to use pituitrin, 
although I have felt it was a valuable drug. It works 
admirably in some cases; it works usually in the first 
ten to thirty minutes, and larger doses may be used, 
say 1 c. ec. or larger. 

I had a very interesting experience some two years 
ago. I wrote on the order book to give 0.5 c. c. of pituitrin 
to a patient. The nurse read the order and gave five c. c. 
of pituitrin. The patient immediately began to pass 
flatus and eventually recovered. The nurse told me 
about a year afterward of the error in dosage. 


COONEY—ILLEO-CAECAL CATHETER DRAINAGE 


Dr. Cooney (closing): I am considerably interested 
in the method of treatment I have today advocated, and 
I am sure you will appreciate its great value in all doubt- 
ful cases of diffuse peritonitis, if you try it out. 

The late Dr. J. B. Murphy, of Chicago, one of the 
greatest teachers of surgery, treated this type of patient 
by a rapid laparotomy, removal of the necrotic appendix, 
pelvic drainage, Fowler’s position and abundant proc- 
tolysis. I do not know that this method has been im- 
proved upon, nor am I aware that any one valid surgical ob- 
jection against the high Fowler’s position has been found. 
Personally I consider it of great value, under the plan 
of treatment as promulgated by Dr. Murphy; an average 
of seventy-five per cent of these patients recover. 


With the method I have under discussion it is possible 
to save a much larger percentage of cases, just how many 
will recover I do not know, but my experience, in the 
past 24 months, with 22 cases of the worst type of 
diffuse peritonitis, has been, by using this method of 
treatment, recovery. 

Regardless of academic theories, or objections, when 
dealing with this condition of things, I do what I think 
will be best for the patient who comes to me, with, 
at best, a small margin of safety, and considering the 
success I have had so far with the method outlined I 
shall continue to use it until I find one that is better. 

There has been, to my surprise, considerable objection 
and discussion relative to the use of Fowler’s position; 
every tyro in surgery understands that this position is not 
necessary for all laparotomized patients, and this paper 
deals exclusively with the surgical management of the 
worst type of septic peritonetal abdomen, from whatever 
cause it may arise and in such cases it is a very valuable 
aid to needed drainage. The patient is kept sitting 
straight up in bed. 

Just how much ileum is going to be drained by a catheter 
drain, I do not know, but as long as these patients recover 
by its use (as they do) I am not troubling myself with 
any “arm chair” surgical objection to this kind of a 
drain, or objections to the use of salines injected through 
the catheter into the intestine, to rid the gut of toxins, 
from which the patients succumb, unless the bowels 
move within thirty-six or forty-eight hours after oper- 
ation. 


All new things, in medicine and surgery, have been 
promptly met by the “conscientious objector,” and I 
should feel some considerable chagrin if my paper brought 
out less discussion than it has. 
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EDITORIAL 


THE STATE MEDICAL MEETING 


The annual meeting of our State Medical 
Association will be held Thursday and Friday 
October 2nd and 3rd, at Minneapolis. The 
function of medical meetings of this sort as a 
sifter of medical ideas and methods is too 
well established to need any defense. Such 
meetings tend to the elimination of poor 
methods and erroneous ideas and the sub- 
stitution and standardization of the best 
methods. As a stimulation to better and 
more scientific work they are without a sub- 
stitute. 

Medicine of today is partly a science but 
in the main an art. In spite of its astound- 
ing advance during the last fifty years when 
we may say it has assumed some scientific 
attributes, medicine is in an early stage of 
its evolution. As proof of this let any phy- 
sician simply consider the conditions in which 
he must conscientiously admit himself com- 
paratively or entirely helpless. 

During the war period medicine assumed a 
different phase and many ‘new ideas have 
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exerted their influence. More than the usual 
mutation has occured and from the stand- 
point of efficiency and service can any phy- 
sician and particularly the man forced to 
keep abreast of the times in a wide field afford 
to absent himself from the coming meeting? 

A preliminary program appears in this issue 
of Minnesota Medicine. 





AN INSIDIOUS INFLUENCE 


A knock at the door. A gentleman with a grip 
full of samples and literature is ushered in. After 
a pleasant chat in which you are “informed” about 
the action of the particular remedies in which he 
is interested he leaves you samples and departs. 
You turn to your New and Non-Official Remedies 
or the lists of recently accepted articles published 
in each issue of your state medical or national 
journal and find no mention of such a remedy. 
There is no sign of such an article in the adver- 
tising columns of either journal. Why? Be- 
cause the Council of Pharmacy and Chemistry of 
our national organization has investigated the ar- 
ticle and found sound reasons why it should not 
be used by tfe profession or else the manufacturer 
did not deem it advisable even to submit the ar- 
ticle. 

Read the personnel of the Council and its staff of. 
clinical consultants and then the rules of the 
council given in the first few pages of the volume 
of N. N. R. We as physicians have established 
the Council to protect ourselves and the public 
against fraud and ignorance. How many of us 
carelessly or otherwise fail to take advantage of its 
assistance is evidenced by the activities thru the 
mail and agents in remedies not approved by the 
Council. 

Are we as a profession going to have our medi- 
cation outlined and dictated even to a minor de- 
gree by unknown and unreliable individuals inter- 
ested only in a commercial way? Are we going to 
be oblivious to the information and self protection 
afforded by our Council of Pharmacy and Chem- 
istry? 

We welcome the representative of the reliable 
firm who is well posted about his wares and who 
handles remedies approved by the Council or 
combinations of such. 

Medication should be pursued on a reasonable 
basis and drugs prescribed according to their 
known action and seldom in the mere hope of get- 
ting an effect and never simply for the sake of pre- 
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scribing something. As a rule the less medicine 
taken the better off the patient. And after all a 
physician today can do better with a small frac- 
tion of the available drugs and combinations. 

Let us be above board in our medication and 
particularly with ourselves. There is no excuse 
for our prescribing medicine the action of which 
we do not know or the contents and reliability of 
which we are uninformed. 

Another phase of the subject of medication is 
worse—far worse. That is the enormous business 
in remedies done by the drug stores directly.to the 
laity. The main consideration is too often the 
amount of profit on a particular remedy and the 
public does not know how to protect itself. This 
is another activity which would naturally come 
under the control of a federal medical department 
—if one existed. 


AN INFLUENZA APPROPRIATION 


Reports indicate that the influenza epidemic has 
subsided for the time being at any rate. It would 
be a short sighted policy however for the profes- 
sion and country in general to anpy forget that 
the epidemic ever existed. 

We are justified in concluding that the recent 


epidemic, however varied the bacteriological re- 
ports may have been, was a repetition of the same 
scourge that visited the country and the world 
over in the early nineties. At that time the epi- 
demic existed in a more or less severe form for 


several years. It would not be at all unreasonable 
to look for a similar occurrence in connection with 
the present one. 

Even if this looked for continuance or more 
properly speaking recrudescence of the disease 
should not occur, the world, judging from past 
experience is not thru with the disease known as 
influenza. The next generation can unfortunately 
look for a revisitation and infection of the non- 
immune. 

Epidemics of this sort have played a part in the 
working out of the theory of the survival of the 
fittest—the fittest from the standpoint of immun- 
ity or ability to develop immunity rather than 
from the standpoint of physique, for this epidemic 
like so many others took its toll largely from the 
ranks of the healthy and vigorous youth of the 
world. 

The prevention of a continuance and of a re- 
petition of such an epidemic is of national con- 
cern and activities on the part of our national 
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health department—as yet not a separate depart- 
ment but known as the Public Health Service— 
should be urged and supported financially. 

While an appropriation of a million and a half 
appears large from the individual standpoint, the 
individual standpoint of some of us at any rate, it 
is proportionately much less than the proverbial 
ounce of prevention from the national standpoint. 
The actual loss incurred to the nation by the epi- 
demic cannot be calculated in dollars and cents. 
But estimating a human life at five thousand dol- 
lars (and who would part with his for any less) the 
loss in deaths alone amounted in our country to 
two and a half billion dollars. Considering the 
minimum combined loss of wage and production 
at seven dollars a day (and who now-a-days would 
consider his services worth any less) for each of the 
ten million affected; and considering that each lost 
on an average fifteen days; another billion could 
be added to the total loss to the country; making a 
loss ranging between three and four billion. 

The efficacy of such an appropriation has been 
questioned. Much would undoubtedly depend 
on how the fund were used. Nothing may result 
from such efforts and yet the possibilities are great. 

When we consider what has been done in the 
control and stamping out of other epidemic di- 
seases the same results in combating influenza are 
certainly within the bounds of possibility. 

From these considerations the resolution a- 
dopted by the section on Industrial Medicine and 
Surgery of the American Medical Association 
should be heartily indorsed. 1t is as follows: 

WHEREAS, the present influenza epidemic 
caused approximately 500,000 deaths in the 
United States, and 

WHEREAS, a large proportion of these deaths 
were produced by pneumonia and other complica- 
tions, and 

WHEREAS, influenza, pneumonia, and allied 
diseases now cause approximately one-tenth of all 
the deaths in the United States, and 

WHEREAS, medical science is not yet in pos- 
session of complete data as to the cause, modes of 
transmission, prevention, and cure of this disease 
and its complications, and 

WHEREAS, the possession of this knowledge is 
of grave social and economic concern to the na- 
tion: 

THEREFORE, BE IT RESOLVED, that it is 
the sense of the members of the section on Indus- 
trial Medicine and Surgery of the American Medi- 
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cal Association, here assembled to discuss influ- 
enza, that Congress should and is hereby urged to 
appropriate not less than $1,500,000 to be used 
under the direction of the U. 8. Public Health 
Service for the investigation of the causes, modes 
of transmission, prevention and cure of influenza, 
pnuemonia, and allied diseases, this sum to be 
made available to July 1, 1922. 

Transmitted by order of the session, held in 
Atlantic City, June 13, 1919. 


DR. OTTO P. GEIER, 
Secretary. 
Cincinnati Milling Machine Co., 
Cincinnati, Ohio. 


A BILL 

The attention of the medical profession is 
called to the following Bill which will be con- 
sidered in all probability early in September 
by the Committee on Post Offices and Post 
Roads of our National Congress. 

It is to the interest of our citizens to have 
venereal conditions treated by those best 
fitted through training and experience to do 
so. Certainly treatment through the mails 
or by those who advertise through the mails 
is inexcusable. Treatment of this sort has 
been possible because of the secrecy naturally 
surrounding diseases of this character. As a 
result many shysters have coined money at the 
expense of the public. 


The campaign undertaken by the various 
State Health Boards through their Divisions of 
Venereal Diseases has removed much of an un- 
desirable secrecy on this subject. The open- 
ing of public venereal clinics in the larger cen- 
ters of population affords the best possible 
treatment to those in need of it and unable to 


employ their own medical service. In every 
larger center there are a few specialists properly 
equipped to care for the rest. 


Today there is no need for the advertising 
venereal specialist or long distance treatment. 
A bill of this sort would eliminate both. It ap- 
pears that this draft of the bill would prohibit 
the advertisement of medicine for the treat- 
ment of venereal disease to the profession. If 
such permission would leave a loop hole to dis- 
honesty the medical profession would not be 
greatly affected if the Bill were passed as it 
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stands. Nevertheless such advertising to the 
profession has its place. 


Minnesota’s representative on the committee 
having this Bill under consideration is Repre- 
sentative Halvor Steenersen and he should be 
informed of the opinion of the medical profes- 
sion regarding the advisability of such a bill. 


To prevent transmission through the mails of ad- 
vertisements relating to the treatment of 
venereal diseases and certain sexual disorders. 


Introduced in the Senate by Senator Townsend of 
Michigan, May 29th, 1919 and S. 1139. 


Introduced in the House by Representative Halvor 
Steenerson of Minnesota. June 6th, 1919, as 
H. R., 5123. 


BE IT ENACTED BY THE SENATE AND 
HOUSE OF REPRESENTATIVES OF THE 
UNITED STATES OF AMERICA IN CON- 
GRESS ASSEMBLED, 


That every book, pamphlet, picture, paper, letter, 
writing, print, or other publication containing ad- 
vertisements which directly or indirectly represent 
or infer or call attention to a treatment or cure of 
syphilis, chaneroid, gonorrhea, lost manhood, lost 
vitality, chronic discharges, gleet, varicocele. self- 
abuse, privdte diseases, or men’s diseases, or to 
a medicine. article or preparation that may be 
used in the treatment therefor, or to a person or 
persons from whom, or an office or place at which 
information, treatment, or advice relating to such 
diseases, infirmity, habit, or condition may be ob- 
tained, is hereby declared to be non-mailable matter 
and shall not be conveyed in the mails or delivered 
from any post office or by any letter carrier. Who- 
ever shall knowingly deposit, or cause to be de- 
posited for mailing or delivery, anything declared 
by this section to be nonmailable, or shall know- 
ingly take, or cause the same to be taken, from 
the mails for the purpose of circulating or dis- 
posing thereof, or of aiding in the circulation or 
disposition thereof, shall be fined’ not more than 
$5,000, or imprisoned not more than five years, 
or both. Any person violating any provision of 
this section may be tried and punished either in 
the district in which the unlawful matter or pub- 
lication was mailed, or to which it was carried 
by mail for delivery according to the direction 
thereon, or in which it was caused to be delivered 
by mail to the person to whom it was addressed: 


PROVIDED; That this section shall not apply 
to didactic or scientific treatises which do not 
advertise or call attention to any person or per- 
sons from whom, or any office or place at which 
information, treatment, or advice may be obtained 
nor shall it apply to advertisements, notices, and 
publications issued by any departments of the 
United States Government or any department of 
a State or municipal government. 
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REPORTS AND ANNOUNCE- 
MENTS OF SOCIETIES 


MINNESOTA STATE MEDICAL ASSOCIA- 
TION MEETING 


October 2 and 3, 1919, at Minneapolis. 


PROGRAM 
Medical Section 


“Protein Sensitization in Asthma.’ 
A. H. Sanford, Rochester. 


“Tnfluenza, Clinical and Pathological Observations.” 
W. S. Lemon, Rochester. 


“Auricular Fibrillation and Life Expectancy.” 
F. A. Willius, Rochester. 


“Tuberculosis of the Thyroid.” 
W. A. Plummer, Rochester. 


“Vertigo:, The Determination of its Cause.” 
J. A. Watson, Minneapolis. 


“Observations on Angina Pectoris.” 
H. L. Staples, Minneapolis. 


“Blood Transfusion, Indications and Methods with 
Special Reference to the Sustaining Value of 
Repeated Blood Transfusions in Pernicious 
Anemia.” 

F. H. K. Schaaf, Minneapolis. 

“Cerebro-Spinal Fluid in Lues.” 

F. Nixon and M. Warwick, Minneapolis. 

“Diabetes Insipidus.” 

L. G. Rowntree, Minneapolis. 


“Methods of Handling Dermatological and Luetic 
Cases in the Dispensary.” 
J. Butler, H. Irvine and S. Sweitzer, Mpls. 


“Hypertension.” 
F. J. Hirschboeck, Duluth. 


“Traumatic Nerve Lesions.” 
C. R. Ball, St. Paul. 


Surgical Section 
“Surgery of Little’s Disease.” 
A. C. Strachauer, Minneapolis. 
“War Wounds of the Major Joints.” 
A. A. Law, Minneapolis. 
“Treatment of Tuberculous Spine.” 
H. W. Meyerding, Rochester. 


“The Correction of External Deformities of the 
Nose.”’ 
J. D. Lewis, Minneapolis. 
“Surgical Treatment of Tri Facial Neuralgia.” 
A. W. Adson, Rochester. 
Discussion by A. C. Strachauer and C. R. Ball. 
“Results in Cholecystectomy.” 
W. A. Dennis, St. Paul. 


SOCIETY MEETINGS 


“Prolapse of the Uterus.” 
W. A. Coventry, Duluth. 


“Surgery of Peripheral Nerves.” 
Treatment: J. F. Corbett, Minneapolis; 
Diagnosis: A. Hamilton, Minneapolis. 


“Abducens Paralysis Complicating Mastoiditis.” 
Geo. Dittman, St. Paul. 


“Tumors of Great Omentum.”’ 
A. MeDonald, Duluth. 


“Symptomatology of Struma Maligna.”’ 
H. A. H.Bowman, Minneapolis. 


Discussion by Dr. G. Schwyzer, St. Paul. 


“Subject to be announced.” 
Dr. G. Balfour, Rochester. 


Hotel Accommodations 


Physicians wishing hotel accommodations during 
the October meeting of the State Medical Associa- 
tion, are requested to communicate with Dr. Hugh 
J. Tunstead, 1126 Metropolitan Bank Building, 
Minneapolis; telephone Main 229, at the earliest 
possible moment, stating accommodations desired, 
and hotel preference, if any. 





OBITUARY 





DR. EDWIN S. MUIR 

Dr. Edwin S. Muir of Winona died at his 
home on July 14th at the age of 48 years. Dr. 
Muir opened an office in Plainview in 1894 
where he practiced for four years, going to 
Winona in 1898 and has continued his practice 
there since that time. Dr. Muir was mayor of 
Winona twice. His death was due to a nervous 
break-down. 


DR. JOHN FRANCIS SKINNER 


Dr. John Francis Skinner died on July 14th 
at his home in Terrace. The deceased was 
born June 4, 1854 at Waukon, Iowa. When 
eleven years of age he moved with his parents to 
Forest City, Ia., where he resided until after his 
graduation from the Bennett Medical College of 
Chicago. He was married in 1881 to Miss 
Hermina Dahlum of Lake Mills, Iowa. Soon 
after his marriage he moved to Terrace, Minn. 
Six children survive him. 








GENERAL INTEREST 


OF GENERAL INTEREST 


RETURNED MEDICAL OFFICERS BAN- 
QUETED BY THE RAMSEY COUNTY 
MEDICAL SOCIETY 


The Ramsey County Medical Society hon- 
ored its members, who had served in the 
World War, by giving them a banquet at the 
Minnesota Club. 

One hundred and fifty covers were laid upon 
beautifully decorated and furnished tables. 
The banquet room was trimmed with palms 
and flowers. An orchestra of eight pieces ren- 
dered a select programme during the evening. 

The roll of honor of the ninety men who 
had enlisted was headed by the names of the 
two who had made the supreme sacrifice for 
their country, Lt. H. C. MeIntosh, and Lt. 
Otto Winter. ; 

The invited guests were the President of 
the Minnesota State Medical Association, 
Major George Douglas Head, still in uniform 
and the President of the Hennepin County 
Medical Society, Dr. J. C. Litzenberg, who 
was at Atlantic City and unable to be present. 

After the tempting viands and wines were 
disposed of the toastmaster Dr. E. W. Buckley, 
President of the Society, took the meeting in 
hand and presiding with his usual rare tact 
disposed of the telegrams from many notables, 
the addresses and the vaudeville numbers. 

Dr. Haldor Sneve made the address of wel- 
come, Col. W. A. Dennis responded. Major 
Head spoke for the profession, which brought 
this very fitting 
testimonial to the 
patriotism and 
devotion to demo- 
cratic ideals of the 
medical men of the 
Ramsey County 
Medical Society, 
typical of the 
whole country, to 
an end. The e- 
vening was a suc- 
cess throughout 
and was thor- 
oughly enjoyed by 
every one. 





Such a banquet 
under such au- 
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spices and surroundings will probably never 
be held in Minnesota again. 

The Banquet Committee consisted of Drs. 
Buckley, Schuldt, R. Earl, Kannary, Plondke, 
and Brimhall. 

The bronze: medal given to each guest is 
shown in the cut. 


Dr. J. W. Doyle of Minneapolis has located at 
Brewster. 

Dr. W. J. Stock formerly of Waconia has lo- 
cated at Hastings. : 

Dr. D. W. Kohler, formerly of Albany, is now 
located at St. Joseph. 

Dr. A. Cyr has been discharged and has re- 
turned to Barnesville. 

Dr. P. C. Pilon has been discharged and will 
again locate at Paynesville. . 

Dr. A. D. Hard and family are motoring to 
Long Beach, California. 

Dr. L. T. Davis, after two years service has 
again located at Wadena. 

Dr. C. Swanson will leave St. Hilaire to take 
up hospital work in Minneapolis. 

Dr. C. E. Goodman, Virginia, was married to 
Miss Esther Gomberg of Duluth. 

Dr. H. J. Thornby has left Barnesville to 
take post graduate work in Chicago. 

Dr. I. R. Maercklin has resumed his practice 
at Renville after sérving in the army. 

Dr. G. T. Nordin has returned to Minneapolis 
after having served overseas for a year. 

Dr. L. M. Boyd has returned from service and 
has resumed his practice at Alexandria. 

Dr. George E. Sutton has returned from ser- 
vice and has again located at Rochester. 

Dr. E. H. Marcum has returned from France 
and has resumed his practice at Bemidji. 

Dr. D. Edmund Smith of Minneapolis has re- 
turned from overseas Red Cross service. 

Dr. John Abbott has returned to his pra- 
tice and opened offices at 939 Lowry Bldg., St. 
Paul. 

Dr. F. E. Best has returned to Wells after 
having served for fifteen months in active ser- 
vice. 

Dr. John Armstrong announces that he has 
moved his office from 1040 to 939 Lowry Bldg. 
St. Paul. 
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Dr. W. J. Dailey has been honorably dis- 
charged and has resumed his practice at Bloom- 
ing Prairie. 

Dr. George E. McGeary, Minneapolis, and 
Miss Myrl McKinnon were married on Wednes- 
day, July 2nd. 

Dr. J. M. Lajoie and family have returned to 
“{inneapolis from a three months trip in Can- 
sda and the East. 

Dr. Karl Dedolph has been discharged from 
the service and has opened his office at Selby 
and Snelling, St. Paul. 

Dr. B. B. Luck has entered partnership with 
Dr. J. J. Geltz of New Richmond. Dr. Luck 
formerly practiced in the east. 


Dr. A. M. Treat has gone to Sydney, Mon- 
tana, where he intends to practice. He was 
formerly at Blooming Prairie. 

Dr. Bronson Crothers will visit in St. Paul 
about the first of September and return to 
Boston to practice pediatrics. 

Dr. John W. Lee has been discharged from 
the army and will resume his practice at 604 
Pillsbury Bldg., Minneapolis. 

Dr. E. J. Batchelder is associated with Dr. F. 
W. Schultz in the practice of pediatrics at 716 
La Salle Bldg., Minneapolis. 

Dr. Frederic W. Schlutz has received his dis- 
charge from the army and has moved his office 
to 716 La Salle Bldg., Minneapolis. 

Dr. Walter D. Brodie has reopened his office 
at 94 W. Summit, St. Paul, having returned 
from a two years service in the army. 

Dr. G. L. Baker will leave Ada to enter the 
Mayo Clinic at Rochester. Dr. Hanson of 
Park River, N. D., will locate at Ada. 

Dr. C. H. Clark who has served for two years 
in the army will locate at Davenport, Iowa. 
Dr. Clark formerly practiced in Duluth. 

Captain W. F. Maertz has been honorably 
discharged after serving eighteen months in the 
medical corps and has returned to New Prague. 

Dr. B. F. Osburne of Duluth will leave soon 
for International Falls to take charge of the 
Northern Minnesota Hospital with Dr. Craig. 

Dr. H. E. Robertson and Dr. R. E. Farr, 
Minneapolis, and their families will motor to 
Yellowstone Park during the month of August. 

St. Hilaire, a town of 500, situated in Pen- 
nington County, is in need of and has a fine 


‘GENERAL INTEREST 


opening for a physician. 
St. Hilaire, Minn. 

The members and their families of the 
Stearns-Benton County Medical Association 
held an outing-meeting on the north shore of 
Pelican Lake on July 17. 


Write O. Gunstad, 


Dr. R. C. Radabaugh who was formerly lo- 
cated at Mazeppa has returned from service 
and will locate at Rochester where he will be 
associated with Dr. Granger. 


Dr. W. G. Workman, Tracy, sailed on the 
Victoria arriving in America about the 16th of 
July. Dr. Workman has been in the service 
since April, 1917, and has resumed practice. 


The town of Rushmore in Noble County is 
without a doctor. It is a small place of about 
350 with a very good country about. If in- 
terested write Dr. F. M. Manson, Worthington, 
Minn. 

Dr. Charles L. Greene, St. Paul, has returned 
from Seattle where he gave a series of lectures 
on the heart at the invitation of the University 
of Washington before some of the profession of 
the State. 

Lt. L. R. Stowe, who has been acting as den- 
tal surgeon with the A. E. F. in France, will re- 
sume his practice on September Ist. He will 
once more be associated with Dr. R. E. Farr of 
Minneapolis. 

Dr. C. E. Henry and Dr. C. C. Tyrell, Minne- 
apolis have been promoted to the rank of Com- 
manders. Dr. Henry and Dr. Tyrell have re- 
turned to civil life and are members of the naval 
reserve forces. 

Capt. S. R. Maxeiner has been discharged 
from the service after two years with the British 
forces. He will continue as an associate of Dr. 
R. E. Farr of Minneapolis, with whom he has 
been since graduation. 

Dr. W. H. Hengstler has been discharged 
from the service after two years in Europe and 
has associated with Drs. Riggs and Hammes, 
1019 Lowry Bldg., St. Paul. Dr. Hengstler 
was formerly at Osakis, Minn. 

Capt. Paul J. Preston is now out of service 
after nearly two years in Europe with the Brit- 
ish forces. Dr. Preston has been cited for 
bravery and distinguished service, having been 
decorated by King George and General Per- 
shing. He is once more associated with Dr. 
R. E. Farr of Minneapolis with whom he has 
been since graduation. 
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NEW AND NON-OFFICIAL 
REMEDIES 


During July the following articles have been ac- 
cepted by the Council on Pharmacy and Chemistry 
for inclusion with New and Non-Official Remedies: 


Abbott Laboratories: 
Barbital Sodium-Abbott. 


Hollister-Wilson Laboratories: 


Ovarian Substance-Hollister-Wilson. 
Desiccated Corpus Luteum-Hollister-Wilson 
Roessler and Hasslacher Chemical Co.: 
Sodium Dioxide, Dental-R. and H. 


NEW AND NON-OFFICIAL REMEDIES 


Chlorcosane (McNeil).—A brand of chlorcosane 
containing from 35 to 40 per cent. of chlorine in 
stable (nonactive) combination. (For a discussion 
of the properties and uses of chlorocsane see New 
and Non-Official Remedies, 1919, p. 138.) Robert 
MeNéeil, Philadelphia, Pa. 


Dichloramine-T (McNeil).—A brand of di- 
chloramine-T complying with the N. N. R. stand- 
ards. (For a discussion of the actions, uses and 
dosage of dichloramine-T, see New and Non-Official 
Remedies, 1919, p. 138.) Robert MeNeil, Philadel- 
phia, Pa. 


Pituitary Solution-Abbott.—Liquor Hypo- 
physis U. S. P. A sterilized solution of the water 
soluble extract of the posterior portion of the pit- 
uitary glands of cattle. It is standardized by the 
method of Roth. (For a discussion of the actions 
and uses of pituitary preparations, see New and 
Non-Official Remedies, 1919, p. 204.) The Abbott 
Laboratories, Chicago. 


Ampules Pituitary Solution-Abbott, O. 5 Ge. 
—Each ampule contains 0.5 Ce. pituitary solution 
—Abbott. The Abbott Laboratories, Chicago. 


Ampules Pituitary Solution-Abbott, 1 Cc.— 
Each ampule contains 1 Ce. pituitary solution— 
Abbott Laboratories, Chicago. 


Pituitary Extract-Lederle.—A sterile solution 
containing the active principles of the posterior lobe 
of the pituitary body. It is standardized by the 
method of Roth and has the strength of Liquor 
Hypophysis, U. S. P. (For a discussion of the ac- 
tions and uses of pituitary preparations, see New and 
Non-Official Remedies, 1919, p. 204.) Lederle 
Antitoxin Laboratories, New York. 


Ampules Pituitary Extract-Lederle, O. 5 Gc. 
—Each ampule contains 0.5 Ce. pituitary extract- 
Lederle. Lederle Antitoxin Laboratories, New 
York. 
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Ampules Pituitary Extract-Lederle, 1 Cc.— 
Each ampule contains 1 Ce. pituitary extract-Led- 
erle. Lederle Antitoxin Laboratories, New York. 


Antidysenteric Serum (Polyvalent)-Lederle. 
—/(For a description of Antidysenteric Serum, see 
New and Non-Official Remedies, 1919, p. 269, and 
for Antidysenteric Serum-Lederle, see The Journal 
A. M. A., April 14, 1919, p. 1136.) It is also mar- 
keted in syringes containing 50 Ce. each, with 
sterile needle. Lederle Antitoxin Laboratories, New 
York. 


Streptococcus Vaccine (Polyvalent)-Lederle. 
—(For a description of Streptococcus Vaccine, see 
New and Non-Official Remedies, 1919, p. 291 and 
for other Lederle preparations see the Journal A. M. 
A., April 19, 1919, p. 1136.) It is also marketed in 
10 Ce. and 20 Ce. vials; in packages of four 1-Ce. 
vials containing, respectively, 50, 100, 200 and 400 
million killed streptococci; and in packages of four 
syringes containing, respectively, 50, 100, 200 and 
400 million killed streptococci. Lederle Antitoxin 
Laboratories, New York. (Jour. A. M. A., July 5, 
1919, p. 35.) 


Tuberculin ‘‘O. T.’’-Lederle.—Old Tubereulin 
(see New and Non-Official Remedies, 1919, p. 277). 
Marketed in packages containing a stated amount of 
tuberculin and sufficient diluent to make 1 Ce. as 
follows: Dilution A containing 0.1 Ce., Dilution 
B containing 0.01 Ce., Dilution C containing 0.001 
Ce., Dilution D containing 0.0001 Ce., Dilution E 
containing 0.00001 Ce., Dilution F containing 
0.000001 Ce. Lederle Antitoxin Laboratories, New 
York. 


Tuberculin ‘‘B. E.’’-(Lederle).—In addition to 
the forms previously described, New Tuberculin 
“B. E.”’ (see New and Non-Official Remedies, 1919, 
p. 280 and N. N. R. supplement p. 10) is also market- 
ed in packages containing a stated amount of tuber- 
eulin with sufficient diluent to make 1 Ce. as follows: 
Dilution A containing 0.1 Ce., Dilution B containing 
0.01 Ce., Dilution C containing 0.001 Ce., Dilution 
D containing 0.0001 Ce., Dilution E containing 
0.00001 Ce., Dilution F containing 0.000001 Ce. 
Lederle Antitoxin Laboratories, New York. 


Tuberculin “‘B. F.’’—(Lederle).—In addition to 
the forms previously described, Tuberculin “‘B. F.” 
(see New and Non-Official Remedies, 1919, p. 280 
and N. N. R. supplement p. 10) is also marketed in 
packages containing a stated amount of tuberculin 
with sufficient diluent to make 1 Ce. as follows: 
Dilution A containing 0.1 Ce., Dilution b containing 
0.01 Ce., Dilution C containing 0.001 Ce., Dilution 
D containing 0.0001 Ce., Dilution E containing 
0.00001 Ce., Dilution F containing 0.000001 Ce. 
Lederle Antitoxin Laboratories, New York (Jour. 
A. M. A., July 12, 1919, p. 105). 
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PRCPAGANDA FOR REFORM 


Partola.—A physician reports that a patient tak- 
ing Partola as a blood purifier is now in a rundown 
condition with discoloration of the skin and a crav- 
ing for the drug and that another patient took three 
tablets before going to bed, developed cramps and 
aborted the next day in her third month of preg- 
nancy. Analysis indicated Partola to be tablets 
containing 2.64 grains phenolphthalein per tablet, 
sugar, starch and oil of peppermint (Jour. A. M. A., 
July 5, 1919, p. 55). 


Commercial Therapeutics.—The Merrell Pro- 
teogens present another attempt to foist on the med- 
ical profession a series of essentially secret prepara- 
tions whose therapeutic value has not been scientif- 
ically demonstrated. Itis the old story of exploiting 
physicians through commercial pseudoscience, of 
trading on the credulity of the profession to the de- 
triment of the public. Sir William Osler says the 
remedy against the commercial domination of 
therapeutics is-obvious: ‘‘Give our students a first 
hand acquaintance with disease, and give them a 
thorough practical knowledge of the great drugs, and 
we will send out independent, clear-headed, cau- 
tious practitioners who will do their own thinking 
and be no longer at the mercy of the meretricious 
literature, which has sapped out independence.” 
Excellent! But must humanity wait a generation? 
Why not stop this evil at once? The American Med- 
ical Association has provided the means whereby 
this may be done, if physicians will only make use of 
it—The Council on Pharmacy and Chemistry (Jour. 
A. M. A., July 12, 1919, p. 109). 


Tyree’s Antiseptic Powder.—An advertise- 
ment appearing in the New York Medical Record 
contains a bacteriologie report on Tyree’s Antiseptic 
Powder by W. M. Gray, M. D., Microscopist, Army 
Medical Museum, and Pathologist to Providence 
Hospital. Every person who sees this advertise- 
ment and is not familiar with the facts will naturally 
suppose that this report, written on the stationery 
of the Surgeon-General’s Office, War Department, is 
a recent report. Asa matter of fact, the report was 
issued January 3, 1890, nearly thirty years ago. 
Furthermore, the product that Dr. Gray examined 
was a different substance from the present Tyree’s 
Antiseptic Powder. All these facts were brought 
out in the Journal A. M. A., May 17, 1919, yet the 
Medical Record persists in publishing this inherently 
dishonest advertisement without explanations or 
apology (Jour. A. M. A., July 12, 1919, p. 129.) 


Protecting the Sick Soldiers.—The Council on 
Pharmacy and Chemistry, aided by the A. M. A. 
Chemical Laboratory, did a great work in investi- 
gating and passing on the many medicinal products 
offered to the Surgeon-General for the treatment of 
the sick soldiers in the hospitals and in the field. 
Fakes of every description were offered the govern- 
ment and it is a well known fact that no matter how 
fraudulent, how fakish, or how ridiculous the wares 
might be, their promoters were able to get political 
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influence, even certain congressmen and senators 
being secured to help them. Automatically al! 
medicinal preparations offered to the Surgeon-Gen- 
eral were referred to the Council and thus man: 
worthless preparations were barred from use by th 
government. It has been well said that our soldiers 
were better protected than our civilians; for while 
the government does not take any chances on thx 
acceptance of useless if not worthless medicinal 
preparations, yet there are any number of doctors 
who fail to profit by the findings of the Council on 
Pharmacy and Chemistry (Jour. Ind. State Med. 
Assn., July 15, 1919, p. 196). 


Proteogens of the Wm. S. Merrell Go.—The 
Council on Pharmacy and Chemistry report that 
Proteogen No. 1 (Plantex) for Cancer, Proteogen 
No. 2 for Rheumatism, Proteogen No. 3 for Tuber- 
culosis, Proteogen No. 4 for Hay Fever, and Bronch- 
ial Asthma, Proteogen No. 5 for Dermatosis, Pro- 
teogen No. 6 for Chlorosis, Proteogen, No. 7 for 
Secondary Anemia, Proteogen No. 8 for Pernicious 
Anemia, Proteogen No. 9 for Goitre, Proteogen No. 
10 for Syphilis, Proteogen No. 11 for Gonorrhea, and 
Proteogen No. 12 for Influenza and Pneumonia in- 
admissible to New and Non-Official Remedies be- 
cause their composition is secret; because the thera- 
peutic claims made for them are unwarranted; and 
because the secrecy and complexity of their compo- 
sition makes the use of these preparations irrational. 
The Proteogens are said to be prepared ‘‘Under the 
personal supervision of the originator, Dr. A. S. 
Horowitz,’’ who also originated Autolysin (an al- 
leged cancer remedy, exploited some years ago). 
At one time the advertising for Proteogen No. 1 
(Plantex) gave the impression that this was essen- 
tially the same as Autolysin. A study of the medical 
literature revealed no evidence establishing the 
value of the Proteogens; in fact, no evidence was 
found other than that appearing in the advertising 
matter of the manufacturer. The range of disease 
in which Proteogens are recommended is so wide as 
to make obvious the lack of scientific judgment 
which characterizes their exploitation. Considering 
the grave nature of the diseases for which Proteogens 
are recommended, the want of a rational basis for 
the method of treatment and the general tenor of 
the advertising, it appears safe to conclude that these 
agents do not represent any definite advanee in 
therapeutics (Jour. A. M. A., July 12, 1919, p. 128.) 


Dr. De Sanctis’ Gout Pills.—The American 
agent for these pills is E. Fougera and Co., Ine. 
When examined in the A. M. A. Chemical Labora- 
tory they were found to contain powdered colchicum 
seed, benzoic acid and milk sugar. There are also 
present fatty material which resembled the fat of 
colchicum seed, but might be in part added fatty 
acid. It was concluded that De Sanctis’ pills are 
essentially five grain doses of colchicum seed. Here 
then we have sold for self medication, an extremely 
poisonous drug with no warning of the risk the public 
runs in using it (Jour. A. M. A., July 19, 1919, p. 
213.) 
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Dr. Miles’ Heart Treatment.—dAccording to 
the Miles Medicine Company this is ‘‘a strengthen- 
ing regulator and tonic for the weak heart.’’ No in- 
formation regarding the composition of Miles’ 
Heart Treatment is vouchsafed by the manufacturer 
beyond the statement of the alcohol content (11 per 
cent.) as required by the law. However, quota- 
tions in the advertising suggests that the prepara- 
tion contains digitalis and cactus. To determine 
the presence or absence of digitalis in Miles’ Heart 
Treatment, physiologic tests were made. The ques- 
tion as to the presence of cactus was not considered 
of interest because cactus grandiflorus has been 
shown to have no physiologic action. The physiol- 
ogie tests indicated that there were no digitalis 
bodies present in the preparation (in-amounts that 
could have any therapeutic effects) in doses contain- 
ing enough alcohol to induce narcosis. Examina- 
tion in the A. M. A. Chemical Laboratory showed 
Miles’ Heart Treatment to be a solution of a com- 
pound or compounds of iron representing about 0.12 
gm. metallic iron in 100 ec. ¢. A solution of iron 
glycerophosphate in 10 per cent. alcohol, with about 
5 per cent. glycerin, and a little sugar or glucose had 
much the same chemical properties as Miles ’ Heart 
Treatment (Jour. A. M. A., July 26, 1919, p. 287). 


‘*Accepted by the Council on Pharmacy and 
Chemistry.’’—The Council on Pharmacy and 
Chemistry of the A. M. A. is the department of our 
national organization that has not received the 
plaudit and encomiums of a wildly joyous medical 
profession nor the grateful praises of the enthusias- 
tie manufacturer of pharmaceutical articles. Per- 
haps the reason for this may be found in the charac- 
ter of its duties, for the Council must expose fraud, 
sometimes in high places, and protect the physician 
from being duped by avaricious persons and by per- 
sons who are themselves sometimes the victims of 
their own credulity. It thus happens that some pro- 
prietary article previously held in high esteem by the 
practitioner proves valueless, perhaps even fraudu- 
lent. The practitioner, however, may have cred- 
ited much of his success in treating sick conditions 
to that preparation and the maker has had success 
in accumulating dollars from the sale, and both 
parties emit a loud and vicious roar against the 
Council because both lose money. Despite many 
obstacles the Council on Pharmacy and Chemistry 
has serenely pursued its allotted tasks and today 
stands as the only medium through which physi- 
cians may turn for information regarding proprie- 
tary articles. The words “accepted by the Council 
on Pharmacy and Chemistry of the American Medi- 
eal Association”? should be printed on the label and 
on all advertising circulars of proprietary articles 
that have been admitted to New and Non-Official 
Remedies. Then, when pamphlets and circulars 
are received by physicians, they will read the state- 
ments of manufacturers with sympathetic under- 
standing and with full confidence of their verity of 
declarations (Jour. Mo. State Med. Assn., July 1919, 
p. 223). 
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PROGRESS IN MEDICINE 
AND SURGERY 


OBSERVATIONS ON INTRATRACHEAL 
ANESTHESIA IN NEUROLOGIG SURGERY: 
A. W. Adson, M. D., Surgical Section on Neurol- 
ogy, Mayo Clinic, Rochester, Minnesota (Abstract 
of paper presented before the American Association 
of Anesthetists, Atlantic City, June, 1919.) 

The author believes that intratracheal anesthesia 
has a definite though limited field of usefulness. 
While at one time intratracheal anesthesia was used 
extensively in operations on the oral cavity, tongue, 
larynx, chest and brain, it is now indicated only oc- 
easionally in operations on the oral cavity and chest 
and in operations on the cerebellum, pons, and med- 
ulla. 

When anesthesia is administered intratracheally, 
the tube should not be inserted until the patient has 
been anesthetized by the inhalation method. The 
anesthetic should be carried very lightly during the 
operative procedure on the cranium, as the concus- 
sion produced by cranial operation aids in making 
the anesthetic deeper than that nominally obtained 
with ether. The patient does better without mor- 
phin, as this tends to disguise the exact stage of 
anesthesia. Atropin should be administered before 
the anesthetic is started. It is important to place 
the head in a normal position during operations on 
the cerebellum and pons in order that suffocation or 
improper inhalation may be avoided. For this 
purpose a cerebellar head rest has been adopted, 
which can also be used in cervical laminectomies. 


CLINIGAL STUDY OF NERVE ANASTOMO- 
SIS: A. W. Adson, M. D. Surgical Section on 
Neurology, Mayo Clinic, Rochester, Minnesota (Ab- 
stract of article to be published in Ann. Surg.) 


A brief review of the history of nerve anastomosis, 
details of the etiology of the diseased condition re- 
quiring such treatment, the histology of nerve re- 
generation, the different operations and their results 
are given with the end results of 41 cases of nerve 
anastomosis having a postoperative record of six- 
teen months or more. 





In discussing the operative procedures the author 
emphasizes three distinct conditions which may be 
found and their treatment:—(1) Neuromas on both 
ends of a severed nerve, the larger being on the prox- 
imal end, must be resected before anastomosis, (2) 
trauma to the nerve with the development of inter- 
stitial neuritis and pseudoneuromas suggests neuro- 
lysis if the function is fifty per cent or more, other- 
wise, resection and end to end anastomosis is done, 
and (3) constriction of the nerve in scar tissue or 
callus is treated, with regard to resection, as are 
eases of trauma. 

The operation of choice is the end-to-end anas- 
tomosis, without tension, made with fine sutures of 
silk. If the operator is compelled to leave a gap be- 
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tween the sutured ends, it should be less than three 
centimeters and may be bridged either with auto- 
genous transplants of sensory fibers or by fascial 
tubulization. If the gap is more than five centi- 
meters, tendon transplantation or arthrodesis is ad- 
vised. It is further emphasized that regeneration 
oceurs, quite successfully, during the first year, but 
that the amount of regeneration diminishes as time 
elapses between the date of the injury and that of 
the repair, the results being only fair after the second 
year and very rarely successful after the fifth. 

The average amount of return of function in the 
forty-one cases reported is 62 per cent; 73 per cent 
of the patients operated on showed improvement, in 
17 per cent the operation was a total failure, and in 
10 per cent it gave indefinite results. 


CUTTING THE SENSORY ROOT OF THE 
GASSERIAN GANGLION FOR THE RELIEF 
OF TRIFACIAL NEURALGIA: A..W. Adson, 
M. D. Surgical Section on Neurology, Mayo Clinic, 
Rochester, Minnesota. (Abstract of article to be 
published in Surg., Gynec. and Obst.) 

The author believes that patients suffering with 
trifacial neuralgia have a very definite symptoma- 
tology and that the treatment should follow one of 
three courses:—(1) Alcohol injection into the periph- 
eral branches—this is only indicated at the onset 
of the neuralgia in feeble patients who are poor op- 
erative risks, and in patients who are being prepared 
for the radical operation. While it is a palliative 


measure only, the average time of relief afforded is 


nine months. (2) Avulsion of the peripheral 
branches—this may be resorted to in some instances, 
but it, also, is a palliative procedure, the average time 
of relief afforded being eight months. It is more 
difficult to repeat than the alcohol injection. (3) 
The physiologic extirpation of the ganglion, or divi- 
sion of the posterior root. While avulsion of the 
posterior root relieves the patient permanently from 
pain, it is occasionally attended with two serious 
complications:—paralysis of the seventh cranial 
nerve due to trauma at the exit of the root from the 
pons, and, trophic interstitial keratitis due to injury 
of the inner portion of the gasserian ganglion sup- 
plying the ophthalmic branch. 

The technic of the extirpation of the ganglion 
employed by the author differs from the usual[ 
technic in that the dura propria covering the gang- 
lion is not divided except over the posterior root and 
that the ganglion is not exposed during the dissec- 
tion exeept at the posterior margin; the posterior 
root is cut with a guillotine knife on the crest of the 
petrous bone and a small pledget of muscle is in- 
serted into the dural foramen, pushing the proximal 
end of the posterior root back into the posterior 
fossa. This technic avoids injury to the pons and 
ganglion, particularly the portion supplying the 
ophthalmic branch, prevents paralysis of the seventh 
cranial nerve, and markedly diminishes the fre- 
quency of trophic interstitial keratitis. 
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THE RESULTS OF SPLENECTOMY IN THE 
ANEMIAS: William J. Mayo, M. D. (Paper pre- 
sented before Am. Surg. Assn., June 1919.). declares 
that splenectomy as a curative agent has been given 
a fair trial in three types of the anemias; splenic 
anemia, pernicious anemia, and hemolytic icterus 
and its successes and failures can be reasonably; 
shown by the data at hand. 

Splenic anemia.—While splenic anemia is a 
clinical entity, it cannot be said to have a definite 
pathologic existence. It may be defined as a fibrotic 
splenomegalia with a marked endophlebitis causing 
a secondary type of anemia which is progressive but 
not constant until later stages. A few clinicians re- 
gard all splenic anemias as syphilitic in origin but the 
writer’s experience does not bear out this theory. A 
much better idea of splenic anemia would be obtained 
if the pathologic condition of the spleen and its 
effect on the blood were made the criteria and all 
cases of known causation as well as those unknown 
causation were classified as splenic anemia. Banti’s 
disease is merely a late phase of some eases of splenic 
anemia. Of 61 patients with splenic anemia from 
whon the spleen was removed, 7 (11.7 per cent) died. 


Pernicious Anemia.—The etiology of per- 
nicious anemia is unknown, the early symptoms are 
indefinite, and by the time the diagnosis can be made 
the patient cannot be cured. The disease may be 
described as a progressive degeneration of the red 
blood in which there is a permanent loss of blast 
cells or mother cells of the erythrocytes. If it might 
be asserted that the spleen exhibits definite patholog- 
ic changes or that in cases of pernicious anemia in 
which the hemolysis is most marked patients have a 
greatly enlarged spleen, a direct connection between 
the spleen and the disease would be established. 
Unfortunately, experience does not support this 
hypothesis, and the size of the spleen does not seem 
to bear definite relationship to the severity of the 
disease. Splenectomy in pernicious anemia does not 
appear to be based on sound reasoning and there 
seems to be little foundation for the belief that the 
procedure will cure pernicious anemia, although 
splenectomy is a means of marked palliation. Fifty 
patients with pernicious anemia were splenecto- 
mized with three deaths (6 per cent). 

Hemolytic Icterus.—Hemolytiec icterus has 
not been classified with the anemias, but the 
peculiar splenic activity results in an anemia which 
is the cause of death. As in splenic and pernicious 
anemias, the etiology of hemolytic icterus is un- 
known. The well developed case of hemolytic 
icterus stands out with a vividness unequalled in 
splenic anemia and in pernicious anemia. The 
characteristic features are an enlarged spleen, chronic 
jaundice with exacerbations, normally bile colored 
feces, and absence of bile in the urine. The enor- 
mous destruction of red corpuscles in the spleen in- 
undates the liver with blood pigments, and renders 
the bile thick. The viscid bile in hemolytic icterus 
tends to form gallstones. Sixty per cent of all the 
patients with hemolytic icterus operated on had 
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associated gallstones and all the possibilities of 
biliary duct infection. The triumph of splenectomy 
is the cure of hemolytic icterus. The only patient 
lost of the 27 splenectomized for hemolytic icterus 
was one operated on during an acute exacerbation. 

SOME OBSERVATIONS ON THE CHEMICAL 
EXAMINATION OF THE BLOOD AND URINE 
IN NORMAL PREGNANGY AND IN TOX- 
AEMIA OF PREGNANCY: J. R. Losee (N. Y. 
State Jour. of Med., Aug. 1918) compares the blood 
and urine findings in cases of toxaemia of pregnancy 
as shown in cases of pre-eclampsia, eclampsia and 
pernicious vomiting with what is found in cases of 
normal pregnancy and cases or normal non-pregnant 
adults. 

He uses eight cases of normal pregnancy, four of 
pre-eclampsia with nine urinalyses, four of eclamp- 
sia with six urinalyses and four of pernicious vomit- 
ing with five urinalyses. 

The method of collecting the specimens and the 
methods by which the various determinations are 
arrived at are described briefly but are exceedingly 
technical and quite beyond the understanding of all 
but highly experienced laboratory men. 

Comparing the normal pregnant with the normal 
non-pregnant on a general diet, he finds that the 
total urinary nitrogen in the former is somewhat 
lower while the urea and ammonia per cent thereof 
are about normal and the total amount of urea for 
the 24 hours is normal. The urea nitrogen of the 
blood may be considered lower than in the normal 
non-pregnant although what the latter should be 
seems to vary widely with the different observers. 

In the pre-eclamptic, while the urea per cent of the 
total urinary nitrogen had decreased from an aver- 
age of 82 to 66 and while the urea nitrogen of the 
blood had increased from an average of 12 to 20, he 
does not regard the increase of the latter sufficient to 
account for the decrease in the former nor for the 
gravity of the symptoms. 

The creatinin and sugar in the blood remained as 
in the normal as did also the COz combining power 
of the plasma. . 

Passing to the eclamptic cases he found a still 
further decrease in the urea per cent of the total 
urinary nitrogen, from 82 to 53 but the urea nitro- 
gen of the blood he found in a series of 13 cases to be 
from 10 to 26 mgs. per 100 CC of blood, which is 
practically normal. 

This he interprets to mean that the convulsions of 
the eclamptic are not due to a saturation of the blood 
and tissues with retained urea but rather to a re- 
duced urea formation in the liver due to its diesased 
condition. 

It is a fact that in cases of eclampsia with three to 
four days of coma and suppression of urine that the 
urea nitrogen of the blood is not increased. 

However, when it comes to a differential diagnosis 
between eclampsia and interstitial nephritis with 
uraemia, which diagnosis can often not be made until 
at autopsy, we find that while the urea nitrogen of 
the blood in the former is often normal or slightly 
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increased, in the latter it is increased to as much as 
from 60 to 300 mgs. per 100 CC of blood. 

The creatinin in the blood of the eclamptic is about 
normal while in uraemia it runs as high as 33 mgs. 
(over 20 times what it is in the normal pregnant). 

According to many observers the urea nitrogen of 
the blood in acute and chronic parenchymatous 
nephritis is normal or slightly increased. This shows 
a remarkable similarity between kidney pathology 
and blood findings in cases of eclampsia and acute 
and chronic parenchymatous nephritis. 

He cites a case of an eclamptic who had had con- 
vulsions and was in coma in whom the urine was col- 
lected 12 hours after the last convulsion and after 
she had had two grains of morphine. In spite of the 
huge dose of the narcotic she excreted a normal 
amount of urine in 72 minutes. (Might this normal 
excretion not explain the lack of morphinization in 
the Stroganoff treatment. 

The CO2 combining power remained normal and 
at no time suggested an acidosis. 

The cases of pernicious vomitting, which is a 
severe form of toxaemia, the only determination 
which was sufficiently abnormal and constant to be 
of value was a high ammonia coefficient. 

ALBERT G. SCHULZE, M. D. 


FOURTEEN POINTS CONCERNING OPH- 
THALMIA NEONATORUM: Frank Allport, 
M.D. (New York Medical Journal, vol. cix, No. 9, 
March, 1919) as part of symposium upon the sub- 
ject, epitomizes and formulates this scourge into 
fourteen definite considerations. 

1st. Ophthalmia Neonatorum is responsible for 
about twenty per cent of the blind in the United 
States and for about twenty-five per cent of the 
inmates of blind asylums. 

2nd. It costs about $30.00 a year to educate 
an ordinary child, and about $400.00 a year to edu- 
cate and care for a blind child. 

3rd. There are about fifty blind schools in the 
United States costing about two million dollars a 
year to maintain. 

4th. Ophthalmia Neonatorum costs the United 
States about seven million dollars a year in actual 
money. 

5th. Next to optic nerve atrophy ophthalmia. 
neonatorum is the most prolific cause of blindness 
in the United States. 

6th. The Crede treatment for all new born 
children would almost entirely eliminate ophthalmia. 
neonatorum and its dreadful consequences from the 
world. 

7th. The use of this evidently necessary treat- 
ment is by no means universal and its omission is 
not confined to midwives. 

8th. Midwives are a financial and sociological 
necessity. Fully one-half the confinements are 
attended by midwives. 

9th. Births should be compulsorily reported 
within a few hours. The ocular condition should be 
reported and the physician should state whether 
or not he has used the prophylactic treatment. 
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10th. Suitable laws should be passed in each 
state providing for the invariable use of Crede 
prophlaxis in all newly born children and proper 
penalties should be imposed for the non-observance 
of such instruction. 

11th. While not prophesying as to what the 
future may produce in the way of prophylaxis it is 
reasonably certain that at present there is no remedy 
that can take the place of nitrate of silver. 

12th. One almost insurmountable difficulty in 
the way of proper treatment of ophthalmia neona- 
torum is the paucity of resources in combating 
the disease. This disease apparently has no friends. 
Nobody wants it around. 

13th. Health departments in larger cities should 
employ an experienced eye nurse to search out and 
follow up eases of ophthalmia neonatorum and 
to see that immediate action is taken when cases 
are found. 

14th. I believe that great benefit can be accom- 
plished by free and frequent distribution of brief 
and pointed pamphlets printed in several languages 
by some central organization such as a National 
Committee for the Prevention of Blindness. 

GerorGe C. Dittman. 


OBSERVATIONS ON THE BACTERIOLOGY 
OF INFLUENZA AND BRONCHOPNEUMO- 


NIA: Gladys H. Dick and Eleanor Murray (Jour. 
Inf. Dis., vol 25, No. 1) describe the method used 
by them at St. Luke’s hospital in Chicago. 


Smears 
were made and cultures on plates of human blood 
agar. Sputum of the watery, frothy kind showed 
spirilla, fusiform bacilli, streptococci, micrococei 
catarrhalis, Gram positive diphtheroid bacilli and 
very minute Gram negative anerobic cocci and 
bacilli. These were thought to have come from 
the mouth. Sputum of a tenacious quality was 
the only kind that gave anything like a pure culture 
and was probably of lung origin. 

Influenza bacilli were found in 62.2 per cent of 
the sputa examined. The direct smear showed a 
varied morphology. Most were minute Gram 
negative bacilli with rounded ends, usually short, 
sometimes in pairs and sometimes very small. 
Sometimes they appeared as small short threads,aston- 
ishingly numerous—some within the leucocytes. 

Invisible by transmitted light, with reflected 
light the colonies appeared to the naked eye as 
minute transparent convex points. 

There were 12 positive blood cultures out of 90 
taken. Three of these showed hemolytic strep- 
tococci, six pneumococci and were fatal, and two 
were positive influenza bacilli and these two re- 
covered. 

In four cases the hemolytic streptococci predom- 
inated and in three cases a pure culture was ob- 
tained from the sputum. All these died. The late 
appearance of the hemolytic streptococci showed it 
to be a secondary invader. The influenza bacilli 
never appeared after the pneumococci had been found. 

It is interesting to note that the influenza bacilli 
were found much more frequently at the beginning 
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of the epidemic than later on, and the pneumococci 
vice versa. 

A comparison of reports of the bacteriology of the 
epidemic at other localities showed that while some 
reports agreed with the findings of these authors 
others found a predominance of the hemolytic 
streptococci or of a streptococcus with no effect on 
the blood. 

The authors conclude that ‘‘Whatever the 
etiology of influenza may be, secondary infection 
plays a most important rule. It seems that in any 
one group of persons closely associated, the sec- 
ondary invaders may be quite constant. It is even 
possible that an organism entering the epidemic as 
secondary invader may acquire such an increase in 
virulence that it is able to continue epidemic infec- 
tion after the original cause has disappeared.” 

C. B. Drake. 


THE DIAGNOSIS OF INFLAMMATIONS OF 
THE UVEAL TRACT OF SYSTEMIC ORIGIN. 
W. Gordon M. Byres. (Canadian Medical Associa- 
tion Journal Vol. VIII. No. 7, July 1918) in an ex- 
haustive paper relating to the diagnosis and deter- 
mination of the cause or causes underlying uveal in- 
flammations of systemic origin finds in a series of 25 
eases that focal infections are the aetiological fac- 
tors in iritis, cyclitis and the choroiditis. 

It would seem in many instances almost providen- 
tial that mild uveal inflammations occur to warn the 
patient of grave systemic disease. 

Grounded in the pioneer work of Pasteur and its 
brilliant interpretation by Lister and advanced more 
perhaps by the appreciation of the systemic mani- 
festations of several generations, workers have in 
recent years thrown a flood of light upon the active 
part played by focal infections in the production of 
occular metastases and of metastases in other parts of 
the body. 

The outstanding fact as regards aetiology is how- 
ever the important role played by focal infections, 
not only on account of the clarification which it has 
brought to this subject but because of the therapeu- 
tie possibilities the discovery has opened up. 

These points are well illustrated by the valuable 
findings of Irons and Brown based upon a study of 
one hundred cases of iritis in which every modern 
method of research was brought to bear upon the 
elucidation of the aetiology. 

The author analyzed the findings in the last 
twenty-five cases from private practice in which he 
has been able to have a satisfying systemic examina- 
tion carried out, the figures are as follows. 
Syphilis 
Tuberculosis 


12% 
16% 


Genito-Urinary (non Veneral) 
Combined Infections 
No cause found 


1 case 
4 cases 
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The combined infections were chronic bronchitis, 
pyorrhoea and alveolar abscesses and diabetis one 
case, syphilis and teeth conditions one case, sphenoid- 
itis and gastro-intestinal stasis one case, tuberculosis 
and tonsillar infection one case. 

But while these figures are interesting and impor- 
tant as illustrating the points I have mentioned it is 
felt they are inadequate for final conclusions, I have 
quoted them particularly to show that an investiga- 
tion into the causes underlying inflammation of the 
uveal tract resolves itself into a search for (a) some 
systemic disorder of which ocular disturbance is an 
expression or (b) some focus or foci of infection origi- 
nating the uveitis by way of metastasis. 

I should like to invite a general expression in re- 
gard to the extent, sequences and standardization in 
these examinations. As a starting point for discus- 
sion then it seems to me that in the order mentioned 
the following should be the minimum required. 

1. A thorough general examination of the body 
by the internist or practitioner, which shall include an 
inspection of the faeces, a complete urinalysis and 
blood examination. In this examination great em- 
phases should be laid on the history in view of the 
importance of establishing a past relationship be- 
tween the ocular disease and some one of the known 
aetiological possibilities. 

2. A Wassermann test. Because of the import- 
tant role played by syphilis in diseases of the uveal 
tract I have almost uniformly since its introduction 
made the Wassermann test a part of the routine ex- 
amination and my experience has only strengthend 
this resolution. 

3. Examination of the nose and accessory sinuses 
the throat and the teeth by specialists to supple- 
ment those of the general practitioner. 

It is a matter of wonderment looking back that we 
did not sooner appreciate the possibilities of infec- 
tion from these fields in view of the opportunities for 
bacterial development in erypts of tonsils and ade- 
noids, in crevices annd pockets about decaying teeth 
and in the cavities adjacent to the nose often so im- 
perfectly drained and prone to closure. 

4. The reports among others of Brown and Irons 
in which the iritis was associated with non-veneral 
infections of the genito-urinary tract. 

5. Certainly in the absence of satisfying data and 
perhaps as a routine measure, specific tests for tuber- 
culosis will now be instituted having regard always to 
the recognized contraindications. 

It should be of equal importance in these investiga- 
tions to seek out all the causes that tend to lower the 
natural combative forces of the body. Following 
these lines our problem leads us into the broad fields 
of preventative medicine the aim of which is to help 
man by placing him in a better moral and physical 
environment. Georce C. Dirrman. 


POLYPOSIS OF THE STOMACH. D. C. Bal- 
four, M. D., Rochester, Minnesota. (Abstract of 
paper published in Surg., Gynec. and Obst., 1919, 


XXVIII, 465-467.) The writer reports the only case 
of the rare benign tumors of the etomach, gastric 
polyposis, which has been found in approximately 
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69,000 abdominal sections at the Mayo Clinic. 
findings of the case history are briefly as follows: 

The patient, a man aged 31, had suffered from per- 
iodic anorexia for eight years; during the last three 
years, cramp-like pain, beginning in the right and in 
the left hypogastrium and radiating toward the mid- 
line of the epigastrium, which appeared when the 
stomach was empty, had begun at increasingly short- 
er intervals after eating. There were no subjective 
symptoms of hyperacidity, no nausea, vomiting 
nor evidence of gastric bleeding. The patient had 
kept the pain at a minimum and nutrition practically 
normal by frequent eating. The physical examina- 
tion was negative. The possibility of gastric or 
duodenal ulcer was excluded by the absence of free 
hydrochloric acid in the chemical analysis after the 
test meal. The pre-operative diagnosis of polyposis 
of the stomach was made by an x-ray examination 
which revealed a diffuse, mottled appearance of the 
entire pyloric end of the stomach. At operation on 
palpation a soft doughy thickening of the wall of the 
normally appearing stomach was found extending 
from the pylorus to a line about five inches above; 
the lines of demarcation which were quite distinct 
corresponded with those of the roentgenograph. 
About two-fifths of the stomach was removed; con- 
tinuity was reestablished by antecolic end (gastric) 
to side (jejunum) anastomosis. ‘Immediate exam- 
ination of the tumor showed a most typical example 
of the condition which has been described as gastric 
polyposis. Examination of the mucous membrane 
of the stump of the stomach showed that the poly- 
poid changes did not entirely cease at the line of 
resection, and that small globular masses were pre- 
sent at various points on the mucous membrane, 
particularly along the summit of the rugae, which in 
turn were very markedly hypertrophied. This find- 
ing created some uncertainty as to the ultimate re- 
sult, but it is not unreasonable to hope that the re- 
moval of the greater portion of the diseased tissue 
will have a curative effect on the isolated tumors that 
were not removed.”’ The patient made a very satis- 
factory recovery. 

Examination of the stomach showed more than 
250 tumors of various sizes distributed over the entire 
surface of the highly congested mucous membrane 
the only layer of the stomach wall exhibiting changes. 
The tumors were globular, about the size of a hazel 
nut, arranged in rows, between which were a few 
much smaller globular elevations, in the transverse 
axis of the stomach, soft and velvety to the touch, 
and meiroscopically not suggestive of malignancy. 
Microscopie examination showed no signs of malig- 
nancy, but mostly tremendously hypertrophied mu- 
cous membrane. 

Careful study of the case did not give any clue to 
to the etiology of gastric polyposis. Emphasis is laid 
on the fact that the x-ray alone made the correct 
pre-operative diagnosis possible. The writer con- 
cludes that polyposis of the stomach seems to have 
sufficiently peculiar characteristics to classify it as a 
separate entity which should not be confused with 
single polyps or with the usually malignant polypoid 
masses occasionally found in the stomach. 


The 
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CLINICAL MICROSCOPY AND CHEMISTRY. 
(F. A. McJunkin, M. A., M.D. W. B. Saunders Co., 
Philadelphia. $3.50). 

In the preparation of this book the author has made 
free use of certain original publications in the field of 
Pathology, Histology, Bacteriology, Clinical Diagnosis 
and Pathological Technique. The work especially em- 
phasizes chemical, bacteriological, serological and pa- 
thological methods while lengthy clinical descriptions 
accessible in text books on clinical medicine are omitted. 
This volume is not materially different from many of 
its class but will prove satisfactory enough. 

P. D. Brerrisrorp. 


SYMPTOMS OF VISCERAL DISEASE. B., 
Francis M. Pottenger, A. M., M. D., L. L. Dy 
F. A.C. P. C. V. Mosby Co., St. Louis. 1919. 
Price $4.50. 


The author says in his preface that after more than 
twenty years of study he is convinced medical spec- 
ialties are misnomers, that disease cannot be divided 
into this or that organ, but the human body must be 
taken as a unit. 

The volume treats almost entirely of so called 
‘‘viserogenic”’ reflexes together with discussion of the 
‘“‘viseerotrophic”’ reflex. 

The book is divided into three parts, the last part 
being devoted to a study of the “‘vegetative nervous 
system.”’ 

The volume is well written, print and paper good 

H. J. O’Brien. 


AN OUTLINE OF GENITO-URINARY SUR- 
GERY. By George Gilbert Smith, M. D., F. A. 
C. §., Philadelphia and London. W. B. Saun- 
ders Company, 1919. Cloth $2.75 net. 


This book provides the connecting link between 
the general practitioner and the urologist. While 
not definitely drawing the line between the general 
practitioner and the specialist, it enables the general 
practitioner to determine what he is capable of hand- 
ling to the best advantage. The various diseases of 
the genito-urinary tract are taken up in a clear, con- 
cise and simple manner, giving their symptomatology 
and pathology together with an intelligent working 
foundation of their treatment. The chapter on 
technique makes clear many small points, such as 
endoscopy and cystocopy which, heretofore, have 
been rather hazy in the mind of the average physi- 
cian. Taken altogether this book deserves a place 
in every medical library. C. K. WiLtiaMs. 


ROENTGENOTHERAPY. Albert Franklin Tyler, 


B.Se.,M.D. C.V.Mosby Co., St. Louis. $2.50, 

This comparatively small volume by a man of 
some experience, gives all of the essentials and none 
of the non-essentials pertaining to the method and 
scope of this therapeutic agent. Emphasis is laid 
on the neccessity of massive doses particularly for 
deep therapy and the need for proper filtration. 


The exact amount of filtration is given in detai! for 
each of the malignant and many non-malignant 
skin conditions treatable. A rational report of ‘his 
valuable means of treatment includes numerous ase 
histories and illustrations. Every physician would 
profit thru the reading of this excellent work aliho 
it is intended for those interested in the treatment of 
eancer and skin conditions. C. B. Drake. 


LICE AND THEIR MENACE TO MAN. By Lt. 
LL. Lloyd, R. A. M. C. (T) Published by the 
Joint Committee of Henry Frowde and Hodder & 
Stoughton at the Oxford Press Warehouse, Lon- 
don. 


Much attention has been given of late to that lowly 
creature the louse, a true enemy to man and beast. 
The propagation of such formidable maladies as 
relapsing and typhus fever, yes, and even trench 
fever are charged against it. Appreciating what a 
menace the louse tribe proves to the human economy 
the author has produced a well written book which 
deals in detail with the structure of the body louse 
the life history and habits of the body louse, the dis- 
semination of the body louse and lousiness, disin- 
festation (very important), the head louse, the body 
louse, the crab louse, (why go on with this lousy 
business when you can read it all in the book). 

P. D. BerrisForp. 


MILITARY SURGERY OF THE EAR, NOSE 
AND THROAT. Medical War Manual No.8. (By 
H. W. Loeb, M. D., Major, Medical Reserve Corps, 
U.S. A. Published by Lea & Febiger, Philadelphia 
and New York, 1918). 


A review of the surgical literature of the present war 
dealing with injuries of the ear, nose and throat has 
been nicely summarized by H. W. Loeb in this little 
manual. Elementary principles have been omitted 
for it was assumed that commissioned otolaryngologists 
for whom the book was especially written were well 
versed in the rudiments of their specialty. This pub- 
lication is well worth reading for one who is interested 
in this branch of war surgery. P. D. BerrisFrorp. 


MATERIA MEDICA AND THERAPEUTICS 
FOR NURSES. By John Foote, M. D. 3rd 
edition, 1918. J. B. Lippincott Co., Philadelphia 
and London. 


That this book holds a prominent place among 
tests of similar nature is attested by numerous re- 
printings and editions. In the new revision the 
official latin names and drugs have been added and 
in addition a reference table containing the official 
name of each drug or preparation recognized in the 
Europeen pharmacopoeias. There has also been in- 
troduced general reference material including formulas 
of preparations useful in hospital and private nurs- 
ing, as well as condensed information about newer 
antiseptics employed in European military surgery, 
practical disinfection, toxicology and therapeutic 
action. P. D. Berrisrorp. 





